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WITH FEW EXCEPTIONS the fundamental knowl- 
edge of the whole field of psychoneuroses has 
been little advanced during the first half of the 
present century. That this is most lamentable is 
obvious, and yet so indoctrinated has the medical 
profession become with the idea of the nine- 
teenth century that “the psychoneuroses are the 
truly psychogenically produced ills” of medicine, 
that any scientific endeavour to alter such con- 
cepts goes either unnoticed and scoffed at, or is 
financially and - enthusiastically unsupported, 
while the other less socially serious ills of man 
receive widespread research attention. Certain 
concepts of the past, and to a certain extent of 
the present, suggest that the psychoneuroses 
originate because of unconscious mechanisms, 
constitutional or inherent inadequacy. Organ 
inferiority, environmental traumatization, re- 
pressed sexual urges, and a host of other factors 
or combinations have been advanced. In recent 
years, to add to the above confusion have come 
additional concepts that the psychoneuroses con- 
stitute certain biochemical problems,’ certain 
variations in body somatotypes and variations in 
the anatomy and. physiology of the central 
nervous systems. 

The first point we wish to make is that the 
psychoneuroses are a controversial subject. The 
second point is that the psychoneuroses are made 
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up of a variety of conditions.? At present under 
the diagnosis of psychoneuroses we find such 
labels as anxiety states, obsessive-compulsive 
neuroses, anxiety neuroses, hysterias, mixed 
neuroses, and character and organ neuroses; we 
are further given to believe in some quarters that 
even individuals confined to penal institutions 
for antisocial acts may actually be considered 
as having neuroses. This clustering of widely- 
spread and baffling conditions under the head- 
ing of “psychoneuroses” adds to the confusion 
of those in the medical profession interested in 
or preparing to treat these conditions. 

One should hesitate to add to the existing 
confusion in any subject when that confusion is 
so great that any attempt at clarification will 
probably fail. The purpose of this paper is not to 
add to the confusion; it is rather a humble at- 
tempt to choose from all of the groups under 
the heading of “psychoneuroses” one to comment 
on, and to give some concepts about the manner 
in which these particular cases have been recog- 
nized by the authors, and, a relatively satisfying, 
brief, therapeutic programme worked out for 
their benefit. 

We feel that within the whole area of the 
psychoneuroses one distinct group has been 
established as a definite clinical entity, easily 
recognized by the objective, clinical and labora- 
tory evidence, rather than by the subjective com- 
plaints and disturbances.*** This particular 
clinical entity, to be called here “the anxiety 
tension syndrome” or the “anxiety tension state,” 
represents certain phenomena involving disturb- 
ances of the physiological processes of the body, 
of feeling tone, and of perception. This particu- 
lar syndrome is so characteristically found, 
recognized, and isolated, that certain of us 
believe that it may be sufficiently definite as a 
clinical syndrome to warrant its being separated 
from the psychoneuroses and placed in a different 
diagnostic categorization wherein the proper 
physiological variations are better denoted. The 
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anxiety tension syndrome is one more commonly 
séen by those in general practice than by the 
psychiatrist or the psychiatrically oriented diag- 
nostician. The people possessing this entity ap- 
proach their physician with specific, definite 
complaints which can be easily separated into 
three general groups, but there is basically pres- 
ent the distress known as “anxiety”, and it is this 
anxiety which must be understood more than 
any other factor in these cases. 


The particular categories referred to are:. (1) 
Those in which the intense anxiety is in regard to 
certain physiological or somatic or physical dis- 
turbances, which category may include distress 
in any one or any combination of the bodily 
systems, as will be noted below. (2) Those in 
which the intense anxiety revolves about dis- 
turbances of feeling tone, emotions, and the 
individual's inability to maintain properly what 
he considers normal thinking, mental processes, 
and relationship to others in terms of mental 
behaviour. (3) Those in which the intense anxiety 
centres about the individual's social relationships 
and what he may or may not have done, is 
doing, or could do so far as others are concerned. 

The anxiety noted in these cases is of prime 
importance and we feel that its being understood 
actually clarifies these cases segregated into 
single clinical entities. This anxiety, which we 
believe to be a physiological state, is etiologically 
explained in terms of the following findings 
noted by us in these cases over a period of years. 

First, it is important to understand what is 
meant by anxiety. That it is a symptom like other 
physiological or patho-physiological variations of 
the body is taken for granted by those of us who 
are physiologically oriented to human behaviour. 
Obviously, anxiety as a symptom may appear in 
- a great many conditions, but in these particular 
cases the astute observer will see that here we 
have a group of people who constitute a specific 
entity because of the characteristically similar 
manner in which their anxiety developed, the 
manner in which it affects them clinically, and 
the manner of response to a specific treatment 
programme. 

From an etiological viewpoint, we believe that 
the anxiety tension syndrome will appear in 
those who are physically well endowed. Almost 
all of these cases occur in the asthenic or ecto- 
morphic group, and some of them also in the 
athletic, muscular or mesomorphic groups. That 
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they are of good stock, genetically speaking, and 
that they are endowed with unusual qualities is 
obvious on physical examination. Intellectually 
these people likewise fall into a better than 
average or superior group as represented by in- 
telligence tests given them. Not only are they 
characteristically intelligent, but their intel- 
lectual abilities are well integrated, and normally 
they have secured sufficient educational training 
to be in the professions, the skilled trades, or, 
lacking academic training, have been sufficiently 
successful to represent a better than average 
economic group. These individuals further have 
had a distinctive environmental setting. Although 
they are seen coming from various economic 
levels, their earlier environment has given them 
sufficient insecurity as individuals, and has 
trained them into a_perfectionistic, ritualistic 
way of living; that is, their environment has 
trained them to try harder, to fight more, to 
reach higher goals, and to do this with as much 
determination, grit, and will power as they pos- 
sess. This has resulted in individuals who are 
singularly insecure about their performance. 
However, their over-all picture is that of sound 
intactness. They have succeeded much more than’ 
the average, but their earlier training, their 
earlier emotional patterns are such that they 
feel they must succeed further than they ever 
actually do, they must obtain goals that from a 
more practical point of view are unobtainable. 
Possessing as they do this insecurity, this tre- 
mendous drive, these well conditioned patterns 
of behaviour, certain things are going to happen 
to them and their physiological functions. 


Anthropologists, physiologists, and others, have 
taught us that modern man, as well as primitive 
mammals, possesses the ability to respond to the 
unexpected or the unusual in the environment 
with a specific response, namely, muscle guard 
and fixed attention as a primary step to the 
operation of flight. As this muscle guard, this 
startle reaction, which may be considered the 
isometric contraction stage, takes place there is 
an immediate homceostatic adjustment by action 
of the autonomic system so that the characteristic 
picture of the alerting process is seen, namely, 
the increased heart rate, the elevated blood pres- 
sure, the outpouring of adrenaline, the widening 
of the pupils of the eye, the altered respirations, 
the cold perspiring hands and feet, and the shift 
of blood volume from the abdomen to the peri- 
pheral areas, giving the constricted feeling in the 
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abdomen.® * This all results in a picture of neuro- 
muscular tension, which is the primary, initial 
phase of, and the normal preparation for, action. 
If action ensues, the normal results of “fight or 
flight” are accomplished. If, however, the indi- 
vidual’s preparation for action is held up, certain 
other things normally take place.® 

The normal feeling tone present when the 
altering process takes place is that commonly 
known as “fear”. Fear is an expected, a wanted, 
and a useful feeling tone. It sufficiently activates 
and alerts the intellectual processes of an indi- 
vidual to make these abilities ready for what 
action takes place. However, with the alerting of 
these intellectual functions by fear, the indi- 
vidual’s attention is either drawn to the tangible 
thing which may be causing this altering process 
to take place, or to the person himself if there 
is nothing tangible to account for this feeling. 

The individual who has been trained in child- 
hood and who possesses this conditioned habit 
of response noted above, is going to approach 
living in this insecure way with constant guard 
and with constant alerting of all bodily processes. 
Some fear being constantly present, he is going 
to have all of the bodily or physiological disturb- 
ances noted, and furthermore, he is going to have 
the constant intellectual alertness which, without 
tangible evidence to account for its presence, is 
going to cause him to look over the only remain- 
ing things that might be “going wrong”; that is, 
of course, himself and his reactions. At this point, 
the individual’s attention, his whole focus of con- 
cern, will fall into one of the categories noted 
above, namely, either physiological processes, 
emotions and mental activities or his social 
relationships. 

Whichever area takes his attention will depend 
either on pure coincidence or on certain trained 
habits of introspection given by early environ- 
ment and family interest—such as introspective 
concern about certain family worries, secrets, or 
closet-skeletons. The individual’s concern, focused 
at this time upon certain parts or functions of 
his body, will be normally coloured by the fear 
that he possesses. The degree of awareness that 
he has of his bodily processes, coloured by this 
fear, will invariably result in this individual's 
feeling that something must be done about that 
which he observes. Trained as he has been to 
approach everything with constant guard and 
alertness and environmentally and culturally 
trained to “keep a grip on himself,” “keep him- 
self in hand,” etc., he will automatically increase 
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the amount of his neuromuscular tension in an 
attempt to accomplish the one thing that he feels 
important—namely, the keeping of himself under 
control. 


The greater the increase in neuromuscular ten- 
sion, the greater the alerting processes of his 
body, the more physiological distress that he has, 
the greater is his intellectual alerting and the 
greater his fear. He is now even more upset and 
tries harder with greater neuromuscular tension. 
He is then intellectually interfering with all 
bodily processes, for he is intellectually trying to 
combat with additional tension the products of 
tension he feels he must be rid of. This intellec- 
tual interference leads us to believe that these 
anxiety states are actually an interference phe- 
nomenon. We mention anxiety here, for to us the 
morbid fear that develops in these extreme cases 
of neuromuscular hypertension, this state wherein 
fear has actually led to increased fear, is the only 
proper area for utilizing the expression “anxiety,” 
and we obviously then think of anxiety as “fear 
of fear.” 


It is our present opinion that often, if not 
always, the point at which fear of a chronic 
nature becomes “anxiety” can be accounted for 
by a series of difficult situations and reactions 
coming close enough in the person’s reactions 
to lower the basic biochemical reserves of the 
individual, resulting in sufficient change in feel- 
ing tone, perception and viewpoint to give fear 
the morbid tone known as anxiety. 

Our desire as psychiatrists in this whole matter 
must be to attain for the patient, and for the 
doctor who examines and recognizes this syn- 
drome, some reasonably plausible, easily utilized 
treatment programme which will bring results 
in a relatively short period to these individuals, 
who are deserving of better care than they have 
received up to the present.’ To attain this, we 
believe that we must first learn to recognize 
these individuals immediately, we must learn to 
pick them out quickly as sufferers from a definite 
clinical entity for which a characteristically 
specific background exists. Second, we must 
learn to recognize that there is a great deal that 
can be taught to men in general practice so that 
they can materially assist in diagnosing and 
treating these cases. 


In the first place we mentioned the importance 
of quickly recognizing these people. This can 


be done by the individual physician’s being 
taught to look at the patient whom he is examin- 
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ing, as well as to listen to his story. The char- 
acteristic pattern of anxiety once learned is never 
missed, It is not just the tension in the indi- 
vidual’s voice, or the anxious look on his face, but 
the entire altered physiological state, the entire 
combination of things noted above, that is im- 
portant. The individual who possesses neuro- 
muscular hypertension is characteristically on the 
edge of his chair, pulling at his handkerchief, 
wiping his wet palms, possessing all of the ob- 
jective evidence of increased physiological ac- 
tivity. He is “anxious” about everything. He is 
not in any way complacent about his distress; it 
is there in front of you, and can be seen as well 
as heard as he describes and talks about it. It is 
noteworthy that his concern about his mind may 
not be as readily detected, but his concern, the 
anxiety and the clinical picture can be seen. 
Further, all of these patients present the picture 
of anxiety irrespective of the group of symptoms 
about which they are concerned, and this anxi- 
ety, not the symptoms, must be cleared, if treat- 
ment is to be successful. This can most easily be 
done if the individual physician is sharp in his 
diagnostic evaluation of the individual patient 
within the first four or five minutes that the 
patient is in his presence, making his complaints 
known. Practice in the observation of patients 
is the first essential step in helping them. 

In the second place the recognition of these 
individuals as having a specific diagnostic syn- 
drome with a characteristic background is of im- 
portance. Worried, so-called anxious patients are 
of course seen frequently, but most people only 
speak of being worried. Many people come in to 
the physician complaining. The typical com- 
plainer, “the neurotic” as he is clinically de- 
scribed, is a complacent individual, a person 
not doing too well in society, an inadequate, 
inferior individual, who does not possess 
the intelligence, the intactness, that the typi- 
cal “anxious” patient noted above possesses. 
The anxious, tense, physiologically alerted indi- 
vidual cannot be missed, and it is these people 
who, we say, are of unusual makeup, have been 
trained in an unusually fine way. All of this can 
be quickly determined: if the physician will keep 
it in mind, look for it and prove it to himself 
by questioning, while he examines the patient, 
along certain lines as to the background (from 
which can be brought out the fundamental 
makeup), the intellectual ability, and the en- 
vironmental influences of the earlier childhood 
period. There is nothing of the “unconscious” 
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hidden about these people. They are very willing 
and ready for something to be done. They are 
not concealing in any way, and they are only 
looking for an understanding, medically oriented 
physician who will take time to understand their 
problems in order that they may have these 
problems interpreted and cleared up. 

That these things are actual physiological dis- 
turbances is perhaps hard for the average phy- 
sician to understand, and it is the present re- 
sponsibility of psychiatry to clarify these issues 
for all men in medicine. Over a period of years 
psychogenic origin of the psychoneuroses has 
been so accepted that little attention was given 
to the fact that anxiety states in particular might 
be physiological in origin. As pointed out above, 
all physiological processes are easily understood 
and it is particularly so in these individuals hav- 
ing anxiety. That all of the symptoms of which 
the anxious patient complains are physiologically 
present and observable has only more recently 
been observed. As a result of the impetus given 
by the war, sufficient meaningful research (par- 
ticularly in the field of neurophysiology and bio- 
chemistry) has been done, and the more exact 
nature of these anxiety states determined. It is 
not our purpose to go into detail about these 
matters, but there seems sufficient evidence at 
the present time to show that the anxiety states 
are physiologically determined processes, with 
little argument existing about the matter. That 
these conditions can be physiologically inter- 
preted is important, not only for the physician 
and his understanding, but for the patient and 
his own understanding as to how to get well. 

The therapy of the anxiety tension syndrome 
cases will begin the moment that the doctor con- 
ducts this patient into his office.* * ° The manner 
in which the physician handles the patient, ob- 
serves him, and takes care of the emotional as 
well as the obviously physical factors, will de- 
termine the success obtained. 

Therapy in all illnesses is considered medical, 
surgical, or rehabilitative and educational in 
character, or some combination thereof. For too 
long therapy in medicine has. been. considered 
as only medical or surgical, and the art, the re- 
habilitative, and the educational aspects of 
medical treatment have been overlooked. The 
anxiety tension states represent cases requiring 
little or no surgical care, some or more medical 
care, and more still a great amount of rehabilita- 
tive, educative therapy. 
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The essential steps that must be taken in the 
therapy of these cases might be outlined in this 
way: (1) The recognition of the case for what it 
is. (2) The reassurance to the patient that he, the 
physician, knows what he is dealing with, that 
he will be quick and sure in his treatment of 
the case, and will, as time goes along, sufficiently 
mform the individual so that he too understands 
it. (3) The securing of a relaxed state as quickly 
as possible through medical, physio-therapeutic, 
and other devices to restore some degree of ease 
to the tense individual. (4) Lastly, inclusion by 
the physician in his therapeutic programme of 
the most important phase, namely, the re-educa- 
tion of this individual so that his future be- 
haviour patterns are sufficiently good to allow 
for comfortable, stable, emotionally secure be- 
haviour. The latter, namely, the re-educative pro- 
cess, will naturally differ with different 
physicians, depending upon basic orientation 
about living and the manner of teaching indi- 
vidual patients how it should be done. Any 
re-educative techniques must be based upon 
sound educational procedures. There must be 
not only the immediate relief of distress, but 
there must be established a fundamental way 
tor the individual to gain security in himself, so 
that he may first live with his symptoms, and as 
his abilities and behaviour patterns improve, 
may be able to live with everything that normally 
comes up in living. 

Before, and upon seeing the physician, the 
average patient will think and state that it is 
“things that make him tense.” After seeing the phy- 
sician and learning what he has, what it means, 
and how to get over it, the patient will under- 
stand that it is not “things” that make him tense, 
but rather that “things” only characteristically 
point out that he gets tense, has fear and anxiety, 
because of the fundamental way he was taught 
to live and because he was not fundamentally 
instructed to live with the intangibles, the un- 
certainties, the ups and downs of life as it is. 
People can be taught a fundamental way of 
living in a relaxed way irrespective of their back- 
grounds, in spite of not knowing why they can- 
not do things or why they do not possess the 
amount of security they should. This is a contro- 
versial issue at the present time, and there are 
obviously many schools of thought and many 
opinions about the matter, but the work of such 
people as Edmund Jacobson,* the experiences of 
the Marines and Navy flying training pro 
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grammes, as well as general common sense about 
the way that past civilizations have survived, 
lead us to believe that constant introspection and 
trouble shooting about the past is not as im- 
portant in securing a stable individual as his 
being taught a fundamentally sound, scientific- 
ally proven way of neuromuscular relaxation, 
such as has been outlined so ably by Dr. Jacob- 
son in his various books. 


Specifically, the individual’s relief from symp- 
toms may be immediately obtained by the milder 
sedatives, particularly combinations of mephen- 
esin and secobarbital. However, some of the 
newer drugs used for hypertensive states, such 
as Hydergine and the rauwolfia alkaloids, give 
even better results. Further immediate relief 
from the distress may be obtained by rhythmical 
physical exercise such as slow, easy walking, 
swimming and golf. Light massage carefully 
done may be used with benefit. The patient must 
understand that the anxious state is an alerting 
process and that physical exercise is useful in 
altering the alerted state to one where the neuro- 
muscular energies have been released and physi- . 
cal relaxation is more apt to take place.’® As the 
individual] attains“ this temporary medical or 
physiotherapeutic relief, he will or should be 
taught some standardized technique in neuro- 
muscular relaxation, depending upon the orienta- 
tion of the physician. This technique in neuro- 
muscular relaxation must be regular, and given 
long enough to produce results which the indi- 
vidual is able to use not only voluntarily but 
entirely automatically. This latter re-educative 
process may take a great deal longer than simply 
the relief of symptoms and it must be understood 
that no one can learn to relax by merely being 
told to do it, or by a description in a book to 
read which describes it. The only way that any 
of us learn is through instructions, through 
properly oriented supervision and practice, and 
sufficient unsupervised practice and review to 
get it perfect eventually. 

As these results of relief and re-education are 
taking place the gradual restoration of the indi- 
vidual to a useful way of living must be accom- 
plished. Usually these people are all working and 
doing so successfully, even though it is with 
distress. It has been our feeling that the patients 
should remain at work. As the relief takes place 
they become more and more useful, This is of 


value to them in continuing to gain confidence in 
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themselves. If they are not at work when first 
seen, they should be returned to their occupation 
as quickly as possible so that the re-educative 
processes can be applied as quickly as possible 
to the individual's daily routines. 


Most physicians have been taught so little 
about the anxiety states during their medical 
school years, or have been so profoundly im- 
pressed by the “deep seated nature of anxiety,” 
that they are either afraid of trying to treat the 
anxiety states, or are so confused by theorized 
ideas about them that they pass them off quickly 
with placebo-like medications, or route them out 
of the office by telling them “there is nothing 
wrong with you—go home and quit worrying.” 
The specific purpose of this paper is, if possible, 
to clarify for medicine that the anxiety tension 
syndrome does exist, that a physician can learn 
to recognize it in his practice, that its recogni- 
tion and its understanding on a _ physiological 
basis are relatively easy, and that the therapeutic 
programme for these patients can be so easily 
maintained in the hands of the man in general 
practice that a great deal of good, encouraging 
results can be obtained for these people with a 
minimum of time expended, with a minimum 
outlay of money, and with little or no time lost 
from work either for treatment or from future 
distress. This is good mental hygiene on the 
physician level. 

The outlook for these cases if so handled is 
extremely good. As a matter of fact the prognosis 
is so good that we want to say that this is one 
of the few types of cases presently seen in medi- 
cine about which one can be truly encouraged. 

Finally we would like to make note of the 
fact that most of the anxiety states, if not all of 
them, actually may not appear for help when 
the anxiety is at its highest. When the individuals 
have developed sufficient fatigue, or physiologi- 
cal lowering of all reserves, they will come 
seeking help not only for tension and anxiety but 
for fatiguability, tiredness, inability to rest com- 
fortably, blueness and discouragement. These 
cases must, of course, be treated primarily as 


anxiety states, and, irrespective of the fatigue or 
presence of depression, must be reassured, re- 
laxed and re-educated in the manner described 
above. Recently because of biochemical studies 
we know that there must be also a restoration of 
certain physiologic-biochemical substances such 


as enter into the oxidative-metabolic processes. 
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The substances, such as betaine and glycocya- 
mine, are presently on the market and available 
for use in the treatment of these cases, making 
it possible for tense, fatigued muscle groups to 
begin to relax. 


In conclusion, then, we feel that the anxiety 
tension syndromes are sufficiently characteristic, 
easily recognized cases to be quickly and diag- 
nostically picked out by the man in practice, who 
can learn during medical school, internship, and 
residency years to evaluate them diagnostically 
and properly, as well as handle them in an effici- 
ent, medically sound, beneficial way, both from 
the doctor’s and the patient’s point of view. It 
is our urgent plea that we as psychiatrists 
properly instruct our medical colleagues in the 
handling of these cases in such a way that the 
orientation throughout is medically sound, and 
physiologically acceptable in terms of present 
day knowledge. 

The anxious patient, so common today, can 
easily be instructed by his physician to handle 
with equanimity the things that bother him. It 
is our responsibility in psychiatry to teach our 
young doctors these techniques. 
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ERRATUM 


In the case report on “Old Fracture of the 
Coccyx” by Dr. E. M. Gee (Canad. M. A. J., 
71: 494, 1954) the following correction is to be 
made on page 495. In the second paragraph 
under the heading “Case 6” the 6th and 7th 
lines should read: “haemoglobin being within 
normal limits, The cervical stump was healthy. 
The fundus had been removed in the hysterec- 
tomy. Pelvic examination. 
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AN EVALUATION OF 
HYDROCORTISONE ACETATE 
OINTMENT IN VARIOUS 
SKIN DISEASES 


FREDERICK KALZ, M.D., 
LILA REDMOND McCORRISTON, M.D., 
and HOPE PRICHARD, B.Sc., Montreal 


ToPICALLY APPLIED hydrocortisone acetate has 
been found to be effective in several types of 
dermatological entities, including atopic derma- 
titis' and infantile eczema,? as well as a miscel- 
laneous group of other conditions.’ In addition, 
it appears that this substance is beneficial in 
many, if not all, cases of inflammatory skin dis- 
ease. There are, however, insufficient clinical ob- 
servations to enable us to judge the type and 
stage of the skin disorder in which hydro- 
cortisone would prove to be the preferred thera- 
peutic agent. This clinical report, based on the 
observation of 581 patients, gives our impres- 
sions of the practical value of this steroid 
hormone, when applied externally, in the treat- 
ment of a number of dermatological disorders. 

The objectives of our ‘study were: 

1. To determine the practical value of this sub- 
stance as compared with the conventional and 
less costly forms of therapy for various skin con- 
ditions. 

2. To determine the influence of such factors 
as the stage and location of the disorder, which 
may modify the therapeutic effect. 

3. To follow up patients over sufficiently long 
periods of time to study the constancy and dura- 
tion of any therapeutic effects, particularly with 
regard to the prevention of relapses. 

4. To determine in which of those ointment 
bases at our disposal the hydrocortisone would 
prove most effective. 


METHOD OF EVALUATION 


Carefully controlled observation of the effects 
of new remedies is necessary in clinical medicine 
to avoid uncritical and over-enthusiastic reports 
which cannot be confirmed on further investiga- 
tion. Some reports on therapeutic methods have 
given the appearance of scientifically correct and 
statistically evaluated experiments, and yet the 
conclusions have proved to be invalid on con- 
sideration of the number of ignored variables. 
Clinical dermatology provides considerable and 
sometimes insurmountable difficulty in the ap- 
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plication of controlled methods of study, 
particularly if ill-defined disorders of poorly 
understood pathogenesis and etiology are 
treated, or the trials are conducted on ambula- 
tory patients. 

The prerequisites for the evaluation of a new 
therapeutic method include: (1) Correct diag- 
nosis of the treated disorder. (2) Detailed 
knowledge of the natural history of the disease, 
with its spontaneous variations, remissions and 
exacerbations. (3) Scepticism. 

We believe that clinical impressions gained 
by this approach are valuable, but we do not 
claim that they constitute scientific proof. 


METHOD oF STUDY 

Concentrations of hydrocortisone* ranging from 
1 to 214% in various ointment bases were used 
m the study. Crushed hydrocortisone tablets 
were used in the majority of cases because the 
ointment base available commercially was found 
to be unsuitable for many conditions. The in- 
structions to the pharmacist stressed careful 
grinding and mixing of the resulting powder 
with a small quantity of water to make a smooth 
paste. The patient-was instructed to rub a mini- 
mal amount of the ointment twice daily into the 
affected area. 

A total of 581 patients are included in the 
study. The 289 patients observed by one of 
the authors (F.K.) were seen in his office, 
and only a few were hospitalized. Of the 292 
patients observed by the other author (L.R.M.), 
some were private patients seen in her office, 
and some were children seen in the Out-Patient 
Department of the Children’s Memorial Hos- 
pital, Montreal. 

The degree of improvement, observed inde- 
pendently by the two authors, in the various skin 
conditions showed a good correlation, but it was 
noticeable that the results achieved by one 
(L.R.M.) in the infantile eczema group treated 
in the clinic were more favourable. The dis- 
crepancy may be due to the fact that patients 
seeking treatment privately were frequently pre- 
selected because of lesions that were resistant 
to treatment, whereas many from the clinic 
group had lesions caused by irritants, and had, 
consequently, a more favourable prognosis. 

The therapeutic results have been graded in 
four groups, taking the practical point of view 


*Hydrocortisone supplied by courtesy of Dr. J. H. Laurie 
of Merck & Company, Ltd., Montreal. 
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in preference to an arbitrary quantitative evalua- 
tion of improvement. 


1. EQurvocaL 


This group includes all cases in which no 
practical therapeutic effect was noted and those 
in which some inhibition of inflammatory signs 
occurred without a real improvement in the 
condition. 


2. UsEFUL THERAPEUTIC ADJUNCT 


~? 


This group includes those cases in which 
hydrocortisone caused significant alleviation, 
without complete suppression, of symptoms. In 
most instances, combination with other thera- 
peutic procedures such as radiation therapy, 
supportive bandages or internal or other medica- 
tion was necessary for satisfactory control. 


3. CONTROL OF SYMPTOMS 


This group included all those cases in which 
the external application of hydrocortisone acetate 
ointment resulted in the complete suppression 
of all symptoms and signs, as long as it was used 
regularly, with relapse occurring when it was 
discontinued. 


4. CurRE OR PROLONGED REMISSION 


Under this heading are listed those cases in 
which either a complete remission was observed, 
lasting at least two months after discontinuation 
of therapy, or a complete cure could be assumed. 

In a number of cases the condition appeared 
to get worse under therapy. Either sensitization 
to the ointment base, or drying and fissuring due 
to the ointment base, was found to be the 


TABLE I. 





RESPONSE TO HYDROCORTISONE OINTMENT 











Con- Cure or 
Number Thera- trolled full 

of Equi- peutic while remis- 
Diagnosis cases vocal adjunct | applied | stont 
Atopic dermatitis. . 75 8% 66% 21% 5% 
Infantile eczema... 131 1% 15% 24% 60% 

Seborrheic 

dermatitis...... 44 6% 27% 43% 24% 
Contact dermatitis 49 0 6% 4% 90% 


Dermatitis of 

BARES. 50s. Ss 62 9% 
Perianal and peri- 

genital pruritus 


48% 25% 18% 





and dermatitis. . 65 15% 49% 15% 21% 
Psoriasis......... 22 36% 45% 13% | 6% 
Acne vulgaris..... 53 6% 94%* 0 0 





*Usefulness limited to control of inflammatory phase and to its 
drying properties in acne vulgaris. . 
+Followed up for at least two months. 
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mechanism of irritation in all instances. Applica- 
tion of hydrocortisone in a suitable base had the 
desired therapeutic effect in these cases. 


ATOPIC DERMATITIS 


Our observations tend to confirm Sulzberger’s 
conclusions? on the use of hydrocortisone acetate 
topically for this disorder. 

Hydrocortisone ointments were superior to the 
conventional tar pastes in most cases, and this 
could be clearly demonstrated in those cases in 
which paired applications were used as controls. 
The acute inflammatory phase of this disorder 
showed the best response, and some spectacular 
results were observed in this stage. 

Lesions about the eyes and on the neck re- 
sponded-best, while patches on soles and palms 
and on other areas with a thick epidermis did 
not respond as well. Poorer results were also 
seen in treatment of chronic lichenified patches, 
and it appeared that thickening of epidermis 
interferes with absorption of the drug. Com- 
bined therapy with radiation, using a non- 
penetrating ray quality (Grenz rays), was useful 
in these cases. This was to be expected since 
this modality tends to improve lichenification of 
the skin and thereby probably facilitates penetra- 
tion of the hormone. 

In many instances hydrocortisone was more 
than a useful therapeutic adjunct and controlled 
all symptoms completely while used. Short re- 
missions were induced in many cases, but some 
relapses occurred after several weeks. Occasion- 
ally 1% hydrocortisone was insufficient to con- 
trol all symptoms, while a concentration of 
214% was effective. A water in oil emulsion ap- 
peared to be the most suitable base. 

Reviewing our cases of atopic dermatitis, it is 
our impression that hydrocortisone ointment, 
while not invariably effective, is the best single 
drug for external application in this condition. 
However, we have received the impression that 
in some instances relapses have not been con- 
trolled equally well. Higher dosage was required 
in some cases, and only long-term observation 
will show whether or not some resistance to the 
drug may develop in some instances. 


INFANTILE ECZEMA? 


This group comprises atopic dermatitis, sebor- 
rhoeic dermatitis, and primary irritant and con- 
tact dermatitis in infants and children, together 
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with a large number of cases where a differ- 
ential diagnosis could not be established with 
certainty, or where multiple etiological factors 
appeared to be present. 

The large majority of patients responded 
favourably; cure or full control was observed in 
the cases of primary irritant and contact derma- 
titis, as was expected. 


SEBORRHGEIC DERMATITIS 


It is well known that there are no clearly de- 
fined criteria to substantiate this clinical diag- 
nosis. Other conditions, such as a chronic con- 
tact dermatitis or an atypical psoriasis, may show 
a deceptive appearance in patients with a 
seborrhoeic skin, and, on the other hand, sebor- 
rhoeic dermatitis may be complicated by 
secondary contact irritations which may obscure 
the true picture. Great care was taken to dis- 
tinguish these entities clinically. 

Configurate seborrhoids of the sternal region 
were not included in this series since this dis- 
order yields readily to conventional therapy. In 
addition, seborrhceic dermatitis of the scalp and 
forms resembling pityriasis rosea were excluded 
for economic reasons. The majority of the pa- 
tients treated showed evidence of this disorder 
at the hairline, naso-labial folds, corners of the 
mouth, the umbilicus and nipples. Six cases of 
seborrheeic blepharitis were also included in this 
series. 

The results were uniformly good; it was again 
observed that periorbicular and lid lesions re- 
sponded best, including several resistant cases 
of seborrheic blepharitis. A combination with 
local antibiotic agents (aureomycin, neomycin) 
was used in several cases of secondary infection. 


CONTACT DERMATITIS 


The effect was striking and most satisfactory 
in the large majority of cases of contact derma- 
titis. There is no doubt that this therapy shortens 
considerably the course of this disorder, and 
offers prompt relief from pruritus and pain. The 
contact factor has to be determined and elimi- 
nated to prevent relapse. 


DERMATITIS OF HANDS 


A variety of etiological entities are listed under 


this heading. The large majority of patients were: 


women with chronic irritation of the hands. 
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Soaps and detergents were the etiological 
agents, either alone or in combination with other 
factors. 


Some cases of food allergies, of dermato- 
phytids and of localized atopic dermatitis were 
encountered. Hydrocortisone ointment con- 
trolled the symptoms satisfactorily in the ma- 
jority of instances although removal of the 
etiological factors was a prerequisite in avoid- 
ing relapses. 

About 30% of the patients suffered from a 
relapsing interdigital and palmar vesicular 
dermatitis of obscure origin, and contact factors 
played a minor role. 

The results in this group of “dyshidrotic 
eczema” were disappointing. There was usually 
a satisfactory response initially, but relapses oc- 
curred while therapy was still maintained, and 
it was noted that subsequent eruptions were less 
and: less responsive to hydrocortisone acetate 
ointment. Several cases were studied, over a 
prolonged period of time, in which this remedy 
lost all effect and had to be discontinued. 

Four instances of the so-called pustular derma- 
tosis of the palms and soles were treated, and 
hydrocortisone appeared to be of some value 
as an adjunct to therapy, but did not control the 
symptoms if used alone. 


PERIANAL AND PERIGENITAL PRURITUS 
AND DERMATITIS 


An attempt was made to find and eliminate 
etiological factors when possible. These included 
hemorrhoids, proctitis, vaginal discharge, and 
bacterial, monilial and other mycotic infections. 
Irritation due to contact with sweat, toilet paper 
and sanitary belts and other irritants was also 
seen. Hydrocortisone ointment was found to be 
most effective in the control of pruritus. Etio- 
logical therapy was used when possible to avoid 
relapses. 

The remaining cases, comprising 30 to 35%, 
were of obscure origin and the majority of these 
were probably psychosomatic in mechanism. 
Very satisfactory palliative results were seen, and 
control of pruritus was usually maintained as 
long as the ointment was used. The hydrocorti- 
sone was incorporated in antipruritic cream 
(Eurax) in some instances, and this combination 
was found satisfactory in cases of pruritus with- 
out dermatitis. Combination with Grenz rays 
was used when lichenification was present. 
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PsORIASIS 


Experimental use in incipient lesions showed 
that the hormone is effective in aborting some 
early forms of psoriasis. Satisfactory response 
was also noted in irritated psoriasis in the in- 
guinal folds, the perianal region and the glans 
penis. Fully developed infiltrated and desqua- 
mating lesions did not respond to hydrocortisone 
topically, and this therapy is, at present, not 
recommended as practical for most stages of 
psoriasis. The good results tabulated are due to 
our biased selection of cases. The topical use-of 
hydrocortisone appears to be indicated in 
psoriasis of the penis and of the inframammary 
and other intertriginous areas. 


ACNE VULGARIS 


A satisfactory response was seen in most 
instances of acne vulgaris because of the drying 
effect of hydrocortisone, especially in a carbowax 
base, and chiefly because of its control of in- 
flamed and erythematous lesions. 


No lasting beneficial effects were seen, and 
we do not feel that hydrocortisone is of value 
in this condition when used alone. Some patients, 
however, were very thankful when the control 
of inflammatory and erythematous lesions en- 
abled them to be temporarily free of cosmeti- 
cally disturbing lesions for some particularly im- 
portant social event. Combination with some 
antibiotic agent is probably indicated for pustu- 
lar acne, if hydrocortisone is used at all. 


MISCELLANEOUS DERMATOSES 


The therapeutic effect in the group of miscel- 
laneous skin disorders was chiefly limited to 
control of pruritus and pain. The cure observed 
in one of the cases of keloids may have been a 
spontaneous remission, The good results seen in 
the small number of epidermophytoses may have 
been due to the drying and dehydrating effect 
of hydrocortisone, particularly if used in the 
carbowax base, and it is not claimed that its 
use offers any advantage over the conventional 
and less expensive antimycotic agents. The 
lesions of discoid lupus erythematosus showed 
a marked blanching of the erythema, and the 
patients were desirous of using it for cosmetic 
reasons. : 
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TABLE IT. 


RESPONSE TO HYDROCORTISONE OINTMENT 
MISCELLANEOUS DIAGNOSES 





Con- Cure or 
Number Thera- | trolled 
of Equi- peutic while remis- 

Diagnosis cases vocal adjunct | applied siont 
Acne rosacea..... 10 3 7* 
Chronic discoid 

lupus 

erythematosus... 8 2 6 
Lichen planus..... 4 4** 
Epidermophytosis. 6 2* 4* 
Epidermophytid... 5 2* ) 
PI ic: bo winnie. 6s 5 1 3** ] 
Alopecia totalis. .. 1 1 
Pemphigus 

WN. iw b.s 0s 0:0 2 1 1 
Keratoses........ 4 1 2 1 
Herpes simplex... . 6 6 
Herpes zoster..... 5 5 
Burns (physical). . 3 3** 
SONNE 6. 5%s..60 8 3 1 4 4 
Linear verrucous | 

BBVOE. 4 s.o0%60.08s 2 1 1 (216%) 
Lichen simplex 

chronicus ...... 8 6** 2 
Balanitis......... 3 | 3 














*Drying effect. 
**Contro! of pruritus or pain. 
tFollowed up for at least two months. 





THE VEHICLE 


There is no dcubt that hydrocortisone is effec- 
tive in almost all vehicles compatible with this 
drug, and the choice is quite irrelevant in certain 
cases. On the other hand, certain skin disorders 
are aggravated by bases which are either too 
dry or too oily, and this reaction is not altered 
by the incorporation of hydrocortisone. 

Our observations may permit a number of gen- 
eral statements on this question, but further re- 
search will be necessary to determine an oint- 
ment base which would fulfil all requirements. 
The commercially available carbowax base was 
found to be unsatisfactory in many cases. We 
agree with Sulzberger,* who lists the following 
disadvantages of this base: 

1. It is not infrequently distinctly irritating to 
diseased and dry skin. 

2. It may engender allergic sensitization. 

3. It is not efficacious in removing scales from 
the skin. 

4. It does not possess the emollient and lubri- 
cating effect of many other bases. 

We found this base unsuitable and often ir- 
ritating in the majority of cases of atopic derma- 
titis, and suitable in only a few instances where 
the drying effect was desirable. Petrolatum was 
preferable to the carbowax base in many cases, 
but it possesses the well known disadvantages of 
being heating and heavy. It is unsuitable for 
seborrhceic conditions, and often promotes infec- 
tions by retention of serum. 
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A water in oil emulsion (Alpuron cream) was 
used in a number of cases, and appeared to be 
superior to either the carbowax base or the petro- 
latum. Shake lotions containing zinc oxide, 
talcum, glycerin and water are suitable vehicles 
tor certain conditions in which a drying effect 
is desirable. Several other water in oil and oil in 
water emulsions are under investigation, and 
some of them appear to be superior to all pre- 
viously tried vehicles. It is our impression that a 
suitable base will be found among the oil in 
water* emulsions, 

No single base is likely to be the best vehicle 
for all stages and all disorders. It is reasonable 
‘o assume that the empirical laws of compati- 
vility of certain bases with certain inflammatory 
diseases of the skin will be equally applicable to 
‘the problem under consideration. 


SIDE-EFFECTS 


Twelve instances of irritation or exacerbation 
of the skin condition treated were noted. The 
ointment base rather than the hormone was 
found to be responsible in all cases. The carbo- 
wax base was the offending agent in most 
instances, either by its drying properties or by 
allergic sensitization. Petrolatum and oily cold 
creams were not well tolerated in some cases 
because of their oily and heavy consistency. 

In four cases follicular pustules and boils de- 
veloped in the treated area. A combination of 
hydrocortisone with an antibiotic agent of low 
sensitizing properties appears to be indicated in 
all cases of secondary infection, and may be de- 
sirable in the perigenital, perianal and axillary 
region where infections are likely to occur. No 
‘vidence of systemic effects by absorption was 
seen. 


SUMMARY 


In summarizing our impressions based on the 
/bservation of over 500 patients, it may be stated 
‘hat hydrocortisone proved most effective in the 
lleviation of acutely inflammatory and pruritic 
kin conditions. Lesions on the lids, about the 
‘yes, and on thin-skinned areas of the body, re- 
ponded more readily than those located on the 
alms and other areas with a thick. epidermis. 

It shortened considerably the course of such 
elf-limited conditions as contact dermatitis. It 
‘ppeared to be the most effective single agent in 


Studies to be published elsewhere. 
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controlling symptoms of atopic and seborrhceic 
dermatitis and of infantile eczema, but the 
follow-up time is stil] too short to venture any 
statements as to its long-term value in “curing” 
any of the chronic relapsing dermatological dis- 
orders. 


Many new drugs appear to be most effective 
when first tried, but long-term observations do 
not always bear out the good results seen 
initially. We do not believe that hydrocortisone 
will fall into this category. However, we have 
made the observation that it lost its effect after 
prolonged use in several instances, and a higher 
concentration of the hormone had to be used to 
make it effective again. In some cases even these 
higher concentrations have become ineffective. 
Only prolonged observation will permit an 
evaluation of this latter observation. 
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_ RESUME 


‘,acétate d’hydrocortisone en application topique 
s'est -aontré effectif dans le traitement des dermatites de 
sensibilisation, de ’eczéma infantile ainsi que d’un certain 
nombre d’autres troubles inflammatoires de la peau. Le 
présent article fait part des résultats obtenus d’une série 
de 581 malades avec les réserves que l’on doit conserver 
dans l’application des méthodes scientifiques aux affec- 
tions souvent obscures de la peau. Les onguents employés 
contenaient une proportion variant de | 4 242% dhydro- 
cortisone, dans une émulsion d’eau dans lhuile ou une 
creme antiprurigineuse (Eurax), que les malades 
devaient appliquer deux fois par jour. Dans les derma- 
tites de sensibilisation, ce médicament s'est avéré 
supérieur aux pates 4 base de goudron. Les lésions du 
cou et des régions péri-orbitales réagirent_le mieux au 
traitement. Il semble qu’aux endroits ot l’épiderme est 
naturellement plus épais comme dans la paume des mains 
et la plante des pieds ou par suite de lichénification, l’ab- 
sorption soit diminuée et les effets moins évidents. Les 
résultats obtenus dans les cas d’eczéma séborrhéique mani- 
festant des lésions 4 la périphérie du cuir chevelu, aux plis 
nasolabiaux, 4 la commissure des lévres, 4 l’ombilic et 
aux mamelons furent uniformément bons. Le traitement 
des dermites de contact fut grandement accéléré quoique 
la recherche de irritant doive encore étre menée. Un bon 
nombre de lésions des mains provenant d irritation 
directe, d’allergie alimentaire ou de dermatophytide 
furent traitées avec une amélioration temporaire, ne se 
maintenant qu’aprés le dépistage et léradication de 
Yagent étiologique. Dans le prurit anal et génital, on 
fit la recherche de l’agent étiologique; et ’hydrocortisone 
ne joua que le réle d’un adjuvant. Les*cas d’origine 
obscure, souvent 4 base psychosomatique, n’obtinrent de 
soulagement qu’aussi longtemps que [Torguent fut 
employé. Les auteurs ne conseillent ’hydrocortisone dans 
le psoriasis cue pour le traitement des lésions jeunes, 
plus particuliérement celles des régions intertrigineuses. 
Les résuitats obtenus dans l’acné vulgaire, bien que de 
courte Curée, furent appréciés de quelques malades qui 
purent ainsi participer 4 des événements sociaux avec 
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un facies présentable. On employa aussi le médicament 
pour le traitement de plusieurs autres lésions cutanées, 
surtout pour son -action calmante sur le prurit et la 
douleur, et aussi pour son effet dessicatif et déshydratant. 
Le choix du véhicule a son importance puisque certaines 
lésions peuvent étre aggravées par une base trop huileuse 
ou trop séche. Malgré ses désavantages, la vaseline se 
recommande dans un grand nombre de circonstances. 
L’attention des auteurs fut attirée sur ce point par 
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Yincidence de 12 cas diirritation subie au cours du 

traitement et causée par le choix d’une base qui était 

0 convenable. L’emploi conjugué d’un antibiotique a 
asse teneur antigénique ameéliora considérablement 

laction de hydrocortisone dans les lésions infectées. 

M.R.D. 

1414 Drummond Street (Dr. Kalz) 

1538 Sherbrooke St. W. (Dr. McCorriston ) 





A CANADIAN TABLE OF oo 
AVERAGE WEIGHTS* 


LIONEL BRADLEY PETT, Ph.D., M.D.,t 
Ottawa 


A SURVEY CARRIED OUT during 1953 has provided 
the necessary figures to construct tables of 
average weights for different heights and age 
groups, which can be used with some confidence 
on the Canadian population. This is the first such 


representative table ever obtained in Canada, . 


and one of the first in the world. Its importance 
rests on the statistical methods used to obtain 
it, which are described briefly here, and secondly 
on the value of a clearly defined base-line for 
studies of overweight. 

Obesity shortens life and is accompanied by 
an increased number of accidents and various 
disorders, including atherosclerosis, hyper- 
tension, diabetes mellitus, chronic nephritis, 
arthritis, gall-stones and complications of preg- 
nancy and childbirth.’ 

The physician is constantly asked what a 
person’s “proper” weight should be. People are 
becoming increasingly aware that at all ages it 
is desirable to maintain a “normal weight”. But 
there is no clear definition of “normal weight”, 
and there is misuse of such terms as overweight 
and obesity. Now, for the first time, Canadians 
have tables which will help to clarify these terms 
by providing figures with a sound statistical 
basis. A Canadian’s weight can be compared 
with the average weight of other Canadians in 
the same height and age group. 

Physicians and nurses have had recourse to 
tables of various kinds, perhaps from a notebook, 
perhaps from an insurance company. Interest in 
the subject of overweight has caused tables to be 


*Based on a paper presented before the Canadian Medical 
Association in Vancouver, June, 1954. 

+Chief, Nutrition Division, Department of Ndtional Health 
and Welfare, Ottawa. 


copied from one place to another, often with 
small changes, until the origins of the figures are 
unknown. This confusion can now be resolved 
by relating all tables to a definite reference 
point. 

A person’s weight depends largely on the 
amount and kind of food consumed. Therefore 
the Nutrition Division of the Department of 
National Health and Welfare took the lead in 
this survey, which was carried out by staff and 
funds provided for the department's regular work 
as a survey in line with the Division’s normal 
operations. 





Fig. 1 


OVERWEIGHT NOT THE SAME AS OBESITY 


Overweight is not the same thing as obesity. 
In fact the differentiation of these two terms, 
when it becomes possible, may hold important 
clues for greater success in controlling various 
degenerative diseases that are big killers today. 


Obesity is an accumulation of fat that is detri- 
mental to the person. Such accumulations can 
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occur, especially under the skin, without much 
weight increase. It is also possible to be above 
ordinary weight (e.g., the muscular hypertrophy 
of football players) with little or no accumula- 
tion of fat under the skin. Some measure of body 
fatness or leanness, as well as the weight and 
height, is now believed to offer hope of better 
definition of the terms in this problem. For this 
reason a skinfold measurement was included as 
a research aspect of the Canadian Weight-Height 
Survey, and tables to be issued later will be 
useful for physicians interested in the weight 
problem. Special calipers covering 40 sq. mm. 
area with a device for constant pressure at 10 
grams per sq. mm. were used, and are shown 
in Fig. 1. 


SAMPLING 


It is now more and more recognized in medi- 
cal research that a good plan for an experiment 
is more important than the job itself. The old 
interest in one case was followed by a faith in 
the reliability of large numbers that is now 
known to be misleading. A new faith in random 
samples, controlled series, and paired series is 
slowly building biological results into predict- 
able accuracy. 

The Canadian Weight-Height Survey was 
fortunate in getting immediate. interest and 
assistance from several mathematical and statisti- 
cal experts of the Dominion Bureau of Statistics. 
They had useful experience in sampling the Cana- 
dian population for reports on unemployment 
and the like. The 1951 census report was just 
completed. 


The sample was selected by the area stratifica- 
tion plan, proportionate to population density. 
The entire country was divided into primary 
sampling units, each of which had a dominant 
characteristic such as a particular industry, type 
of farming, soil type, climate, national extraction 
or others. All sampling units with similar basic 
characteristics were grouped together into .a 
stratum and one or more units were selected 
by random procedure to represent all the units 
in the stratum. These units were not necessarily 
of equal population nor were they .contiguous, 
but the randomization gave each individual an 
equal chance of being included in the sample. 

This process yielded 59 units in which to make 
measurements, 13 of which were metropolitan. 
The non-metropolitan units were subdivided into 
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urban, rural non-farm and rural farm areas for 
further random selection according to the num- 
ber of persons to be measured. In the metro- 
politan areas a selection of city blocks was used. 
In each area a sampling ratio was used of ap- 
proximately 0.1% of the population of the 
stratum represented because this figure gave 
about 400 individuals in each sex and age group 
of the final table planned. 

Large-scale maps of each area were obtained 
and the specified number of households were 
selected from lists of census visitation records. 
Thus the sample was located geographically and 
pinpointed on maps. 

Since it was not possible to predetermine the 
age of each person to be visited, it was decided 
that a suitable dispersion of ages would result 
from combining three different approaches: (1) 
In schools where all children between 5 and 16 
years could be located, and visited according to 
the necessary ratio. (2) In business establishments 
employing 15 or more persons. This was an arbi- 
trary category used because records of such 
establishments are available in lists from which 
random selection could be made. (3) In house- 
holds where housewives, pre-school children, 
older persons, and others not covered above 
could be reached. 

Excluded were those confined to bed through 
illness, pregnant women, children under two 
years, Armed Services in camp or barracks, 
Indians on reserves, and certain classes of 
cripples and invalids. Allowance was made in 
the numbers selected for non-interviews, and the 
rate ran about 20% for all reasons. 


EQUIPMENT 


The equipment consisted of heavy scales of 
a lever and spring type, mounted in a suitcase, 
a measuring rod and a skinfold caliper. Of the 
many scales considered, a type with an airplane 
dial (to avoid parallax errors), checked frequently 
with standard weights to maintain accuracy to 
14 pound, was used. The measuring rod was 
telescopic and had a horizontal cross bar; it 
measured normal upright posture without 
straightening the spine, to the nearest 14 inch. 
The skinfold calipers were designed and manu- 
factured by the Laboratory of Physiological 
Hygiene of the University of Minnesota. Of the 
many useful sites for this measurement only one 
could be used because of increased refusals. This 
was the back of the upper arm. 
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TABLE I. 


Canad. M. A. J. 
Jan. 1, 1955, ‘vol. oe 


CANADIAN AVERAGE WEIGHTS FOR HEIGHT AND AGE* 
(With OrpINARY INDOOR CLOTHING, But SHogEs OFF) 


The figures in these tables were obtained by weighing and measuring people in 59 regions of Canada during 1953. 
The regions and people were statistically chosen to be representative of the Canadian population to an accuracy of 5%. 
At younger ages the AVERAGE (MEAN) WEIGHT at a given height is probably close to the IDEAL WEIGHT, 


with 10% 
anintoiaed somewhat below the AVERAGE in the tables. 


66 
Height in 16 \16-17 ae 20-24|26-29|80-84\35-44 — 56-64) yr.and 
Feet Inches > e yr. | yr. | yr. i yr. over 


4 9 121 | 128 | 134 138 | 126 

5 124 | 132 | 138 é 141 130: 
135 135 

131 | 139 | 145 148 140 


142 144 
146 149 
149 154 


158 
163 
167 


172 


KOO COND CP w Ne 


— 
we oS 


w 


) either way allowed for different body types. After the age of 30 it is an advantage to health if the weight is 


Women 


Height in | 15 |16-17\18-19 00-84 6-8 29|80-84|85-44\45-64|55-C4 = aa 
Feet Inches| yr. | yr. yr. | yr. | yr. | yr. over 


4 8 96 | 105 115 | 126 | 130 | 134 | 120 


99 117 | 127 | 132 | 137 | 124 
10 101 | 110 119 | 128 | 134 | 139 | 128 
11 104 | 112 ‘ 122 | 130 | 137 | 141 132 


107 | 115 124 | 131 | 139 ' 144 | 136 
109 | 117 126 | 133 | 142 | 146 | 140 
112 | 120 | 12 129 | 134 | 144 | 148 | 144 


115 ‘ 131 | 135 | 146} 151 | 148 
117 125 9 | 133 | 137 | 149 | 153 | 152 
120 136 151 | 155 | 157 


123 138 153 | 158 | 161 
12€ : : 156 | 160 
128 é 


131 ‘ 160 | 165 
134 163 | 167 
136 165 | 169 


r 


=—Ooo NID om co noe oO 


— 


*Nutrition Division, Department of National Health and Welfare, Ottawa, Canada (Preliminary Figures, June, 1954). 


The field work was done by nutritionists and 
nurses of the Nutrition Division, after special 
training and a pilot study that was not included 
in the results. Ordinary indoor clothing, except 
shoes, was left on. Co-operation generally was 
good. People stated their year of birth more 
readily than their age, and men were more 
hesitant than women in revealing age informa- 
tion. 

The field work began in March 1953 and was 
completed in. October 1953. Almost 22,000 peo- 
ple were weighed and measured. All regions 
of Canada were visited as well as heavily popu- 
lated areas. Dependable workers of known ac- 
curacy and integrity, and with the enthusiasm 
of full training and staff loyalty, were a valuable 
asset in getting good survey results rather than 
just some figures. 

All records were transcribed to punch cards 
by the Dominion Bureau of Statistics but the re- 
sulting tables and the ultimate report are being 
issued by the Department of National Health 
and Welfare. Table I gives averages for males 
and females 15 years and over. 


AVERAGE WEIGHTS 


The table gives average weights. Are they 
ideal, or normal or desirable? Further statistical 
studies of morbidity and mortality in relation to 


these truly average weights are needed to estab- 
lish their medical significance. A convenience 
used in many tables to allow for normal healthy 
variations has been to classify different body 
types. All such variations fall within about 10% 
of the average or normal figure used. Outside of 
that 10% the results are overweight or under- 
weight, but whether that is obesity or not will 
depend on one’s judgment and possibly on 
measuring the skinfold. Both overweight and 
underweight have great significance medically. 


CONCLUSION 


This is the first presentation of this table in 
Canada. A copy will be mailed to every phy- 
sician in due course. It is hoped that this new 
Canadian table of average weights, the first 
representative table in Canada, and one of the 
first in the world, will be employed as a starting 
point for many studies related to our big killers— 
the degenerative diseases. 


The Nutrition Division is grateful to all personnel of 
local health units and others who assisted with the field 
work, Thanks are due to the Dominion Statistician, Mr. 
H. Marshall, and his staff for extensive work in selecting 
the sample and partially tabulating the results. 


REFERENCE 


1. ARMSTRONG, D. B. et al.: J. A. M. A., 147: 1007, 1951. 








Canad. M. A. J. 
Jan. 1, 1955, vol. 72 


PLASTIC LENS INSERTION . 
AFTER CATARACT EXTRACTION* 


A SrERiES OF CASES AND MODIFICATION 
OF TECHNIQUE 


J. P. HARSHMAN, M.D. and 
M. SHUSTERMAN, M.D., Toronto 


IN THE FALL OF 1949 Mr. Harold Ridley of 
London, England, began to study the possibility 
of inserting a plastic lens within the eye after a 
cataract extraction. In 19521t°* his success was 
reported in the literature. He pointed out that 
the heavy cataract glass necessary for the aphakic 
eye left much to be desired. It was unsightly; 
it gave good visual acuity only through its optical 
centre, oblique views causing distortion and ap- 
parent displacement of objects; it unnaturally 
magnified the retinal image about one-third. 
Thus, though the patient’s visual acuity with his 
cataract glasses might measure 20/20, his useful 
sight was not as good, his visual field was limited, 
and if the other eye still retained moderate 
vision, the two eyes were rivals and binocular 
vision was lost. All these disadvantages were 
obviated by the insertion of a plastic lens after 
the cataract extraction was performed. 

After extensive investigation, the definitive lens 
was chosen, It is composed of a fully polymerized 
form of polymethyl methacrylate known com- 
mercially as “Transpex I.” For ease of insertion 
and to avoid pressure on the ciliary region, the 
plastic lens is made 1 mm. less in diameter than 
the human lens. In addition, a peripheral groove 
is present in both sides of the lens so that it 
may be grasped with its special forceps. Its 
dimensions are compared with those of the nor- 
mal human lens in Table I. 


TABLE I. 





Plastic lens Human lens 











BUEEOR 1258 5 hotbed & via al as 


8.35 mm. 9.4 mm. 
DUM co os US CO es 2.40 mm. 4.0 mm. 
Radius of anterior surface.... 17.80 mm. 10.0. mm. 
Radius of posterior surface... 10.70 mm. 6.0 mm. 
Refractive index............ 1.33 1.42 
Refractive power in aqueous.. 24.0 16 to 19 

dioptres dioptres 





The lens is smaller, thinner, and flatter, but it has 
a greater refractive power than the human lens. 


*From the Department of Ophthalmology, 
Hospital, Toronto. 

Read at the Eighty-seventh annual meeting of the Cana- 
aan Medical Association at Vancouver, B.C., June 18, 


St. Joseph's 
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Once inside the eye, however, the compound 
system produced closely approximates the nor- 
mal refractive power of the other eye. 


PROCEDURE 


In July 1952 we began to perform plastic lens 
insertion on selected patients. Each patient had 
to be in reasonably good health, free of diabetes 
mellitus and with a mature cataract in an eye 
with no known intraocular disease. Extracapsular 
extraction was performed on all patients, using 
Ridley’s technique of plastic lens insertion with 
our own method of cataract extraction. 


Most patients were given preoperative sedation 
with 3 gr. Nembutal. Pontocaine, 0.5%, was in- 
stilled topically, and 2% procaine was injected in 
the O’Brien and Van Lint positions, as well as 
into the superior rectus and muscle cone. 





Fig. 1.—The Ridley plastic lens, its forceps and rack. 


The lids were retracted with lid margin 
sutures. A superior rectus suture was inserted 
and the globe rotated slightly downward. With 
a Lancaster guarded knife a corneal groove, 
either a continuous curve or three connecting 
lines, was made superiorly from the 9 to 3 
oclock position, 2 mm. from the limbus. Three 
sutures of 5-0 or 6-0 black silk on a Grieshaber 
needle were passed through the groove. After 
the sutures had been lifted out of the groove 
with the needle a Graefe knife incision was made 
in the groove temporally and the. section com- 
pleted with scissors. The anterior capsule of the 
lens was cut with a cystotome as close to the 
equator of the lens as feasible and removed with 
Schweiger forceps. The nucleus was then ex- 
pressed and loose cortex was washed out with 
saline. As suggested by Ridley, the plastic lens 
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was grasped with its forceps and inserted in the 
anterior chamber until the lower pole came to 
rest beneath the lower border of the iris. The 
upper portion of the iris was then teased over 
the lens with small iris forceps until the pupil 
was centrally placed. 

In the eleventh case, following Patel,*® the iris 
was irrigated into position with a stream of 
saline. In the next case, however, this was un- 
successful and we devised a new technique. 
_ After the lower pole of the lens was in position, — 
the special forceps was released from the lens 
and the corneal wound edges were apposed by 
gentle external pressure on the cornea with a 
spatula or forceps. Then the lens was gently 
eased behind the upper portion of the iris with 
slow side to side manipulation through the 
cornea using a second spatula or forceps if 
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necessary. Simultaneous anterior chamber irriga- 
tion during this phase may be of value in two 
ways, firstly, by encouraging a forward floating 
movement of the iris and secondly, by remov- 
ing any freed pigment particles. 

One or two iridotomies were done between 
the corneal sutures. The sutures were tied, addi- 
tional irrigation performed if necessary, and air 
instilled in the anterior chamber. Aureomycin 
ointment was placed in the conjunctival sac and 
a firm bandage applied over both eyes. 

The binocular bandage was maintained for 2 
to 4 days, the patients being allowed out of bed 
on the fourth to sixth day. Dressings were done 
on the first or second day and then daily or every 
two days as indicated. Mydriatics were avoided 
during the first week to prevent a large pupil 
and possible anterior displacement of the lens. 


Survey or RESULTS 








Preoperative 


Preoperative 
vision 


diagnosis 


*OD: Mat. senile cat. 
OS: Immat. senile cat. 
OU: High myopia 


*OD: Mat. senile cat. 
OS: Immat. senile cat. 


*OD: Mat. senile cat. 
OS: Immat. senile cat. 


Initials 


D: L. P. 
OS: F. at 3ft. | iridectomy 


OD: Mar. 10, 53 


No iris opening 


Mrs. R.B. .| April 24, 53 
67 


May 13, 53 


OD: Simple hyperopia 
One iridotomy 


*OS: Mature senile cat. 


Mr. H.W. |*OD: Mat. senile 


53 *OS: Mat. senile One iridotomy 


July 13, 53, O.S. 
Pupillary sphincter 


rupture 


July 10, 53 


Mr. G.M. | OD: Aphakia 
One iridotomy 


62 *OS: Mat. senile 


*OD: Mat. senile July 25, 53 


Mr. R.T. 
78 OS: Mat. senile 


: L. P. 
: F. at 1ft. 


Date of operation 


July 5, 52, Peripheral 


Peripheral iridectomy 


June 15, 53, O.D. 


Two iridotomies 


Results 


Sept. 23, 53, VOD: H. M. at 1 ft. 
Fundus—severe macular degnera- 
tion. 


May 5, 54, VOD: 20/20 
with +0.25 x 90 =20/15 


May 13, 53, VOD: 10/200 
May 22, 53, died—heart disease 


June 22, 53, VOS: 20/200 

July 23, 53, Lens removed 

March 17, 54, Thin secondary: 
membrane 


Postoperative course 


Uneventful 


Uneventful 


Neosynephrine preopera- 
tively—large pupil, there- 
fore lens not well placed. 
July 8, 53: upper pole of 
lens tilting forward—dis- 
located. 


Feb. 3, 54, VOD: 20/20-2 
with —0.50sph. =20/15 


Feb. 3, 54, VOS: 20/20-1 
with —0.50sph. =20/15 Binocular 
vision present 


Uneventful 


Marginal tear of iris due 
to presence of post. syne- 
chiez. 

Postoperative course 
uneventful. 


March 8, 54, VOS: 20/70 


Developed pupillary 
(To have discission?) 


membrane with pinpoint 
opening 


July 29, 53, wound leak- 


ing. 
July 31, 53, wound re- 
paired. 


Dec. 9, 53, VOD: 20/60 _ 
with —4.00sph. 20/30. 





Mrs. _ OD: Immat. senile cat. Oct. 21, 53 
6 


: 20/80 
*OS: Mat. senile cat. :L. P. 
Dec. 28, 53 


OD: Aphakia with 
One iridotomy 


memb 


: 20/300 
; so iL: PB. 
*OS: Mat. senile cat. 


Mrs. E.M. 
73 


OD: Marked hyper- Jan. 16, 54 
opic astigmatism Os 


*OS: Mat. cataract 


: 20/50 
i? 


“dr. 3G. 
36 


“Mra. M.R. | OD: Immat. senile cat. 
73 *OS: Mat. senile cat. | OS: L. P 


OD: 20/80 April 13, 54 
Cn, One iridotomy 


(New tech.) 


May 17, 54 
One iridotomy 
(New tech.) 


Mrs. N.S. | OD: Immat. senile cat. OD: F. at 2ft 
65 *OS: Mat. senile cat. | OS: H. M. 


Two iridotomies 


| Feb. 24, 54, VOS: 20/30 
with —0.50sph. 20/20. 
Pupil reacts freely. 


Uneventful 





Small iridodialysis 


—S ee | 


Two iridotomies 


May 7, 54, VOS: H. M. To have 


At operation small supe- 
i discission. 


rior iridodialysis. 
Occlusio pupille devel- 
oped. 


Mar. 1, 54, partial membrane 
noted. VOS: 20/40. May 1, 54, 
slight displacement of lens in- 
feriorly; Iritis present VOS: H.M. 
June 2, 54, had responded to 
cortisone VOS: 20/40. 


June 2, 54, VOS: 20/50 
with —0.50—2.00 x 105 =20/30 


At operation, iris irrigat- 
ed into position. Course 
uneventful 


Uneventful, atropine 1% 
at first dressing only 


Uneventful Only 2 weeks post-operative. 
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Reese’ pointed out the value of instilling one 
drop of 1% atropine solution at the first dressing 
and this was done in the last two cases. Cortisone 
ointment, 1.5%, was instilled on the fourth to 
the sixth postoperative day and then at each 
dressing. Topical cortisone was continued until 
the anterior chamber became free of cells, usu- 
ally a period of six weeks. The sutures were re- 
moved on the fourteenth day. 


RESULTS AND DISCUSSION 


The results on 13 consecutively treatéd eyes 
(12 patients) are summarized in Table II. The 
patients varied from 36 to 95 years of age, all but 
38 being over 60. As regards preoperative 
mydriasis, we found that if the pupil was larger 
than 5 mm. at the onset, after insertion of the 
lens we experienced difficulty in positioning the 
large pupil. We thereafter used no preoperative 
mydriatic. A small pupil precluded neither suc- 
cessful cataract extraction nor insertion of the 
lens. 


Since our new method of plastic lens insertion 
has only been performed on the last 2 patients, 
it cannot be fully assessed as yet. It has the 
advantage of causing less iris trauma and there- 
fore less pigment disturbance and exudate. How- 
ever, there may be some trauma to the corneal 
endothelium. 


Insertion of the lens was successful in 12 out 
of 13 eyes. In the one patient, I.D., the lens dis- 
located postoperatively, probably because of the 
preoperative mydriasis, The removal :of this 
anteriorly-dislocated lens offered no difficulty and 
left the eye in the usual aphakic state. Vitreous 
loss was not experienced in any patient. As ex- 
pected with the avascular corneal incision, no 
postoperative hyphema occurred, Two patients, 
D.H. and H.W. (left eye), have no peripheral 
iris openings. Up to the present, glaucoma has 
not occurred in any patient. Strenuous physical 
activity in at least one case, D.H., has produced 
no apparent change in the position of the lens 
over a period of 14 months. 

With regard to visual results, the last case 
cannot be assessed as only two weeks have 
elasped since the operation, and the third pa- 
tient died with heart disease four weeks post- 
operatively. Our first patient was eventually 
found to have severe macular degeneration and 
his poor vision cannot be attributed to the lens. 
In case 10 occlusio pupillae developed, probably 
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due to excess exudate and the fact that the 
mydriatic was not instilled soon enough after 
the operation. Similarly, in case 7 a pupillary 
membrane developed which slowly cleared in one 
area leaving a pin-point opening through which 
the patient had 20/70 vision. The former patient 
will require a discission while the latter may 
require some surgical dilatation of the opening. 
All the remaining seven eyes have vision cor- 
rectable with weak lenses to 20/30 or better. 
Without correction, one sees 20/60, another 
20/50, another 20/40, another 20/30, and three 
have 20/20. Our one binocular case, H.W., has 
20/20 in each eye correctable with -0.5 O.D. 
sphere to 20/15. All these patients, despite the 
improvement with correction, usually prefer to 
do without glasses. 


SUMMARY AND CONCLUSIONS 


1. The Ridley plastic lens was inserted in a 
series of 13 selected eyes in 12 consecutive pa- 
tients. 


2. A modification of the technique for inser- 
tion of the lens is described. 


3. The results indicate that the operation is 
successful in patients with mature senile 
cataracts, 


We wish to thank the Sisters of St. Joseph for their 
generous co-operation and interest. The Imperial Optical 
Company kindly prepared the illustration. 
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HYPOTHERMIA 


“Much fundamental work remains to be done on the 
changes in physiological processes which follow the in- 
duction of hypothermia in animals and in man. As these 
are unravelled, indications for using what promises to be 
a valuable addition to the safety of certain operations 
will be more precisely defined; and it is possible that the 
method may be employed deliberately to conserve the 
life of tissues in jeopardy—for example, from coronary 
ischemia. At present the technique is not one for gen- 
eral adoption, nor should it be used except by those 
who are familiar with ‘the experimental and practical 
problems involved.”—Rep. Med. Res. Council, 1952-53. 


SMITH AND OTHERS: 


GENERALIZED CRYPTOCOCCUS 
NEOFORMANS INFECTION 
IN A DOG 


D. L. T. SMITH, D.V.M., 

J. B. FISCHER, M.S.A. and 

D. A. BARNUM, D.V.M., D.V.P.H., D.V.Sc., 
Guelph, Ont. 


FUNGI PLAY AN IMPORTANT ROLE in animal dis- 
ease and reports of fungal infections are seen 


' with increasing frequency in veterinary litera-’ 


ture. This trend may be due, in part, to more 
exact diagnostic methods. It is characteristic of 
pathogenic fungi to establish themselves in the 
body in a very insidious manner. Their mimicry 
of many non-fungal infections and diseases makes 
their clinical diagnosis difficult and usually im- 
possible. The frequent use of antibiotics with 
their phenomenal ability to control bacteria has 
assisted in focusing attention on fungal infec- 
tions by enabling the elimination of secondary 
bacterial infection which may otherwise obscure 
the true picture. Cryptococcosis is one of the 
systemic fungal infections that is particularly 
difficult to diagnose from clinical characteristics. 
This infection is not uncommon in man and 
animals and is caused by the yeast, Cryptococcus 
neoformans. 

No proof has ever been presented to show that 
the cryptococcus has been transmitted from man 
or animal to man. C. neoformans has been iso- 
lated from fruit juice and milk, and in 1951 by 
Emmons? from soil. The isolation of this fungus 
from soil strongly suggests that infection of 
humans and animals may have this source. 
Saunders? in his comprehensive review of the 
literature to 1948 on fungal infections in animals 
cites reports of localized infection with C. neo- 
formans in the respiratory tract of three horses, 
and in the lymph nodes of a cow. Reference is 
also made to generalized infection in two 
cheetahs. Within the last four years C. neo- 
formans has been established as the cause of 
mastitis in cows by Pounden, Amberson and 
Jaeger,’ Innes, Seibold and Arentzen,* Simon, 
Nichols and Morse;> meningitis in a dog by 
Seibold, Roberts and Jordan,® Rickard;’ and a 
systemic infection in two cats by Holzworth,* 
Holzworth and Coffin.® Many cases of crypto- 
coccosis in the central nervous system of humans 
have been decribed. Holmes and Hawks’ were 
the first to report such an infection in Canada. 


CrypTococcosis IN Docs 
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Cohen and Kaufmann"! review the literature on 
this subject in man and describe a case of 
systemic cryptococcosis. 


The case history which follows constitutes the 
first report of infection with C. neoformans in 
lower animals in Canada. 


CasE History 


On August 1, 1950, a five-year-old male cocker spaniel 
was admitted to the small animal clinic at the Ontario 
Veterinary College. The dog had been raised on a 
tobaccg,farm near London, Ontario. Several months prior 
to admission it had developed slight watery nasal dis- 
charge with ulceration of the skin on the nose. Radiation 
therapy directed at the ulcerated areas had been given 
without apparent benefit. 

When the animal was presented at the College clinic 
it was in good nutritional condition. Temperature, pulse, 
and respiration were normal. The dog was irritable but 
no clinical signs suggesting involvement of the central 
nervous system were manifested, nor could they be 
elicited. Numerous white papules 3 to 12 mm. in 
diameter were evident on the sides and ventral surface of 
the tongue. Some of the larger lesions had ulcerated 
centrally. Similar proliferations of tissue with ulceration 
were present on the gums, the inner surface of the lips 
and buccal mucous membrane. Much of the skin was 
eroded from the nose. A mucopurulent ocular discharge 
present on admission responded to treatment with peni- 
cillin ointment, and a mild diarrhoea cleared up on the 
third day without therapy. A dry cough and serous, oc- 
casionally hemorrhagic, nasal discharge persisted. The 
coronary borders of the claws were sore and a viscid 
greyish-white fluid could be pressed out. 

A rise in temperature to 103.8° F. on the eighth day 
of hospitalization was controlled by the administration of 
30,000 units of penicillin per day for three days. 

A biopsy was taken from one of the ulcers on the 
tongue. Characteristic round, budding, encapsulated, 
yeast-like bodies varying in size and separated by a space 
from the scant granulomatous tissue surroundirg them 
were evident on section (Fig. 1). A diagnosis of fungal 
infection was made. A course of treatment with po- 
tassium iodide failed to bring about any improvement. 
An unfavourable prognosis was given and the dog was 
euthanized. 


AUTOPSY FINDINGS 


In addition to the lesions mentioned above, 
autopsy revealed papules and ulcers in the 
mucous membrane of the trachea, and several 
small firm nodules 3 to 6 mm. in diameter in the 
lungs. Miliary yellow foci were apparent in the 
cortex of the kidney. 


On section the mucous membranes of the nose, 
mouth and trachea, the lung (Fig. 2), mediastinal 
lymph nodes, spleen (Fig. 3) and coronary 
borders of the claws (Fig. 4) showed multiple 
small nodules consisting of yeast-like bodies in 
cysts (described by Globus, Gang and Bergman’” 
as soapsuds cysts) or in a fine network of con- 
nective tissue, a mild reaction of the tissues of 
the host to their presence. The yeast cells 
measured 6 to 12 microns in diameter and, in 
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Fig. 1 


Fig. 1.—Photomicrograph of section from 
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biopsy of tongue. Note characteristic wide 
capsule and budding of the cells. (x 1200). Fig. 2.—Section from lung. Note proximity of the 
yeast cells to the small blood vessel. (x 1200). 





Fig. 3.—Photomicrograph showing yeast cells in trabeculum and pulp of spleen. (x 500). 
Fig. 4.—Photomicrograph of coronary border of toe. Note thinning cf epithelium leading 
to ulceration. (x 500). 


the superficial but not the deep lesions, were 
surrounded by a capsule which was well demon- 
strated in formalin-fixed sections stained with 
hematoxylin and eosin (Fig. 1). The lesions in 
the lungs were usually associated with the ad- 
ventitia of blood vessels (Fig. 2). This location 
suggested spread of the infection by lymphatics. 
Necrosis of the epithelium lining the proximal 
convoluted tubules had occurred in the kidney. 
Increased cellularity with hyaline changes in the 





tufts and hyperplasia of the parietal epithelium 
were evident in many of the glomeruli. The 
organism was not demonstrated in the kidney or 
in sections of the brain and meninges. 
Mycology.—Material from the lesions on the 
tongue was cultured on Sabouraud’s glucose 
agar. White, later brownish, moist colonies with 
no evidence of mycelial growth developed 
within three days at 25 and 37° C. Smears from 
the colonies revealed single celled organisms 
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ranging in size from 6 to 16 microns and produc- 
ing single buds. An odour suggestive of C. neo- 
formans but no yeast-like smell was noted. The 
organism was studied further on corn meal agar 
and no pseudomycelium or true mycelium was 
produced. 

Two mice were injected with a broth culture of 
the organism. One of the mice, injected intracere- 
brally with 0.1 ml. of the culture, died on the 
eighth day. India ink mounts were made of the 
cerebrospinal fluid and brain tissue, and charac- 


teristic capsulated cells were found. The organ--- 


ism was reisolated on Littman agar. Transfers 
made to Sabouraud agar produced smooth, 
glistening light tan colonies. 

The second mouse died 21 days after the intra- 
peritoneal injection of 1 c.c. of a suspension of 
the culture. This mouse and the organism iso- 
lated from it were studied as above with the 
same results. 


COMMENT 


So far as the authors are aware, no proven 
cases of transmission of C. neoformans from 
animals to man have been reported. In this case 
no disease condition which could be attributed 
to infection by C. neoformans has been experi- 
enced by the owner or his family. It must be ad- 
mitted that this dog was a potential disseminator 
of the infection through its saliva, the nasal dis- 
charge and the pus from the infected coronary 
border of the claws. 


A REVIEW OF FOUR YEARS’ 
SURGERY IN A SMALL CENTRE 


JULES LAVOIE, M.D., F.I.CS., 
RICHARD FORTIN, M.D. and 
FRANCOIS CLICHE, M.D., 

St. Georges de Beauce, P.Q. 


IN THE Last 10 YEARS, many hospitals have been 
built in Canada, and particularly in the province 
of Quebec, to serve the populations of the small 
cities and the rural areas. There is still a differ- 
ence of opinion as to the wisdom of this measure, 
some arguing that all major surgical procedures 
should be done in large centres. 

The worth of a hospital does not depend 
upon its size or the size of the town where it is 
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SUMMARY 


1. A case of generalized infection with Crypto- 
coccus neoformans in a dog is reported. 


2. The disease ran a chronic course and was 
characterized by ulcerative stomatitis and rhin- 
itis, 

3. The diagnosis was made from hematoxylin 
and eosin stained paraffin sections of biopsy ma- 
terial and verified by culture and animal inocu- 
lation. 


4, Characteristic lesions were demonstrated in 
the nasal chambers, mouth, coronary borders of 
the claws, trachea, lungs, mediastinal lymph 
nodes and spleen. 


Our thanks are due to Dr. James Archibald, Head of 
the Division of Small Animals, Ontario Veterinary Col- 
lege, for allowing us access to the case record of this 
animal which was under his care. 
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built, but upon the work done in it and the 
results obtained. In presenting a review of four 
years surgery in a 150-bed hospital, from the 
day of its opening March 19, 1950 until March 
19, 1954, we hope to prove that, surgically speak- 
ing, our hospital has fulfilled the purpose of its 
construction. 

During this period, 1,921 major operations 
were performed, with 20 deaths, a mortality rate 
of 1%. In this paper, by a surgical death we 
mean a death occurring within one month after 
the operation. Incidentally, during the same time, 
1,123 tonsillectomies were performed with no 
death. Operations are classified in Table I, with 
appendectomies leading the list. Only one death 
was registered in the latter group, although more 
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TABLE I. 
SuRGIcAL PROCEDURES 
TI, 656. BS EN SR 831 
Acute appendicitis............. .. 285 
Ruptured appendices.............. 88 
WS Onc ob ooo ek ys mca aeea 458 
DI on oy wi Fah en Part RK Solos eek 301 
RR Pine pete Fe pre wr Oe 164 
BOG. Sa sioce rs xo AChE 129 
INS © i. whee rs nn repel eee 15 
MS oo a erect doa aint thas 11 
I ito Earle, Gee eee SI | 4 
555k v'a'e 43. >3 eee 2a Beast 3 
SI a 6%. so 9s Gea ea 2 
SG as, ois is bo hed Boe Sao a 151 
Acute cholecystitis................ 22 
CN GR oii oik-p bigs ee Ea 122 
- 5) ME POUR cre 8 a seek Oo Ble es 7 
ES oe tia Wie sae aaa ES 110 
ME GROIN on 5el so deen eke 102 
Abdominal sub-total............... 7 
WANs Rig 9 S5 A san ec aes 1 
Open reduction of fractures...................... 43 
Colpo-perineorraphy.................5 etme oe 40 
iat ed tin oleh soe vila sd donb halos 35 
With sphincter repair.............. 5 
CI ig ieee wwho as thes ochic 31 
COI rg oc na bec i ae pe he 29 
NS Gris 8a eres oe eaatoy Mita ee 28 
. an anh ee I Tr ag ot eee 1 
RU ns es ales ooew ees 25 
SEs Sig sci casio nce eek ce wah 8 
Miscellaneous procedures....:............00.0005 188 
eh aiobe Rad Bos sn a 1,921 





TABLE II. 





ANALYSIS OF CASES OF LAPAROTOMY 








BN ee ee ee 67 
TN pre ee EN nah louie waa ten 40 
COI nO to ne ae ns ee Se ae 36 
Presacral sympatheotomy..«. 5... he cee 25 
RO II Sooty ctor ooo ek achat oe bee ees 25 
SNe ees bar araiars Fv oid Cay ee ee 21 
EGrs MUNIN 55 oe i ce ca ra dak Bee ene 18 
Wy oie ids 9 9 65 tie be OK SMa BAGO 17 


Peritonitis (acute) 

(not appendicular or gastroduodenal in origin)... 11 
Vagotomy and gastro-enterostomy................ 9 
p EE ar ee he POSES fart 
CAI iS cee nae c fe kus > mat pee 
Hypertrophic stenosis of the pylorus............... 
Rut, s cretak a avaccie sks eed sips Peo eR bos 
Abdominal wall perforation....................... 
CN oct S oi yrs, tc aoie vis beste Rae EON 
WI nn Soe ol ita Nya ac ous: Pe ea 
Cholecysto-jejunostomy.................-..2.45- 
Foreign body (extraction)... .... 2:55.60... 6046. 
SUM A 6a Cy de Lara Be ded Ades 
Tis@-tremevereatGeny ue as ee a 
PINS gt hy 5 oh vst 4 elon d mace eae eee 
MN Sle ohne Oo Ra CO Salaries wen ares 


pad pee fet feet eet bet BND AND BND > Ot OT OD 





than 10% were ruptured appendices. These 831 
cases do not include appendectomies performed 
together with another major abdominal pro- 
cedure. 

In the laparotomy group (Table II), we have 
included all procedures for abdominal adhesions 
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and exploration as well as those done for many 
other conditions. Exploration alone was carried 
out in an attempt to clarify a doubtful diagnosis 
or for cases found inoperable. Bilateral vagotomy 
associated with gastro-enterostomy was resorted 
to in nine cases of duodenal ulcer, whereas in 
the 21 cases of perforated ulcer, closure of the 
perforation was the only procedure. Of the 11 
cases of acute peritonitis, not appendicular, 
gastro-duodenal or tuberculous in origin, one 
was pneumococcal, one streptococcal and one 
gonococcal; the others were caused by perfora- 
tions of the small bowel or of the colon. Hernior- 
raphy was performed 164 times, with three 
known recurrences; 79% were inguinal and 12% 
(20) were strangulated hernias. 

Of the 110 hysterectomies, all but one per- 
formed abdominally, only seven were sub-total; 
in these seven cases, general or local conditions 
would have made the total operation too hazard- 
ous. Thirty-one Czsarean sections were done in 
934 deliveries, a rate of 3%. 

Diverticulectomy means simple removal of 
Meckel’s diverticulum. In four other cases, in- 











TABLE III. 
FRACTURES 

PON ae Sy Ate erga Lo, te eee ia bales a are aed 43 
SIEM 0 Poet SA Ee on alk Teele wins Oe ls Rea 35 
"aimee amiga WORNOMNIR 2 So NE oe oo cies tee a 34 
PR a te one gee Sear Ge a) fat [ena iae ar gee 33 
PE RL re Lope hg ae a a Silage ee ieee 27 
URINE a 5 oy Shee ae re veh Re Sears ate ne 20 
NON oss Pies Sui AE ees Sule a ee 18 
Metacarpal bones and phalanges.................. 17 
WMO 3 Se re ede Oo har oe aegis 16 
RUMinnttee PATMAI MONI mos oo oe Sid tk ot ee 16 
WII Ce CCRT oo sce es a eel ae sane ete 13 
NN Creed ts Nels oY es Pek ee AN oe ane 12 
RI ea ho Se eed Sota Oise Rs eee re 10 
WORT os fins eo eres ae hed vias Oh ol eeakeidie dao 9 
Metatarsal and tarsal bones...................... 8 
Metatarsal bones and phalanges................... 7 
RRM a 1 er ass ote ee kN Oe ocean 6 
IMB i eran Rare oad pet eeo ull ard pater ae a gitbihy wie es 5 
Ras ho x sake Chie Koc eh en ale ee Se te ean 5 
De On Gh SOO ei ks be bie Hele oe ee ee 5 
CN ne es oe ta ala bg so eu aes 4 
URI eo ee hari Ac bk were ee Ree eS LS 4 
SIN 5 (56a GDS 3d aay tes sd ple a ee ag ee 3 
CNS oa skp nish ee oN SLO xe Oa Pek eee 3 
Err teiel 6 TIE So oo. 00 os. 555-0 8 SERRE FO ie ee 2 

OSs iw nas ino cee ca peekes eel 355 





cluding a perforated one with peritonitis, an 
intestinal resection was necessary. 

During this period, we treated 355 fractures, 
with open reduction in 43 cases, a rate of 12%; 
it is to be noted, however, that open fractures are 
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included in these 43 cases of open reduction. 
The lower limbs were most often affected, as 
seen in Table III. . 

Seven female patients came to the hospital 
with carcinoma of the breast, but only four 
underwent radical mastectomy; they are all alive, 
three and a half years, one and a half years, one 
year, and eight months respectively after the 
operation. One, after a biopsy here, was operated 
upon in another hospital, whereas the two re- 
maining, who were over 80 years of age and in 
bad physical condition, had a simple mastectomy. 
In seven men, a simple mastectomy was per- 
formed for extensive mammary dysplasia (Table 
IV). 

We treated 65 cases of malignant tumour, all 
proved by pathological examination of the 
tissues removed by operation, biopsy or necropsy. 
The stomach heads the list (Table V) in epi- 
theliomas as well as in sarcomas. It is interest- 
ing to note that the three gastric sarcomas were 


TABLE IV. 


MISCELLANEOUS PROCEDURES 








Tendon repair 
nuh Aira Ose cae 5 + a ok wee aes eee aa 
Thyroidectomy 
Mastectomy 
Simple 


Fistulectomy 


Submental 

Thyroglossal 

Branchial 
Orchiectomy 
Saphenectomy 
Major amputation 

Upper extremity 

Lower extremity . 
Ureterotomy 
Coccygectomy 
Nerve repair 
Pilonidal cysts......... 
Bursectomy 
Lipectomy for pendulous abdomen 
Tracheotomy 
Closure of meningocele...... . 
Ligature of carotid artery 
Staphyloplasty 

Bilateral total 

Unilateral 
INN 56.5 5.si sion S ee Wa nned « balboa eee 
Trepanation 
Intussusception 
Removal of tumour, submax. gland 
Abdominoperineal resection 
Cervical node dissection 
Costotomy and pleurotomy 
Nephrectomy 
Nephropexy 
Orchidopexy 
Parathyroidectomy 
Retroperitoneal infected hematoma 


Ph eel ek et et et et KD BD CO WO 
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removed within a period of three months. One 
case of seminoma developed within the abdomen 
in an undescended testis. 


The 20 surgical deaths are listed in Table VI. 


TABLE V. 


MALIGNANT TUMOURS 





Epithelioma 
Stomach 


AN O 


Lower lip 

Corpus uteri 

Sigmoid 

SOONER ey tre oat antinins Rekieay te at 
Ascending colon 

RSS Se ia Sn el Sa, ae ee te 


Rectum 


Gall-bladder 
PIRES 3 One le nS ha a Oe lle etter aie 
Uterine chorio-epithelioma 
Others 
Sarcoma of stomach 
Sarcoma of mesentery 
Testicular seminoma 


a eR ON WwwW ee LO 


Granulosa cell tumour of ovary 
Retroperitoneal leiomyosarcoma 


Total 


et et ee DD ND 


=> 
> 
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TABLE VI. 


SURGICAL DEATHS 


Emergency hysterectomy 

Strangulated hernia with peritonitis 

Intestinal occlusion 

INI Sa i's ow as AGT Ee 
Appendicular peritonitis................00000005 
I ik cocci 8 ae Valens Hab 
Carcinoma of ascending colon 

Carcinoma of liver 

Cholecysto-jejunostomy 

Cirrhosis of liver 

Exploratory laparotomy 

Fracture of skull (trepanation) 

6 ly Ghat dks Soleil «ntat’a. ics x Gob cee CREAN 
Microcolon 


et I dns 55d 6s g, Bs wep heed sid ye matory. oe a ee aia 
Thoracic trauma 


TABLE VII. 


CONSULTANT SURGEONS 








Open reduction of fracture 
Ureterotomy 

Amputation 

Herniorraphy 
Nephrectomy 

Nephropexy 
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Of these 1,921 cases, 23 were operated upon 
by consultant surgeons with no death; the pro- 
cedures are given in Table VII. 


ANAESTHESIA 


For major operations, we used general anes- 
thesia in 80% of our cases. We gave ether alone 
to a few patients, such as babies, but in almost 
all groups balanced anzsthesia was a routine. 
Indeed, we believe that with small quantities of 
several anesthetics, each having its own func- 
tion, large toxic doses of one drug are avoided. 
We used all the following combinations: nitrous 
oxide - ether, cyclopropane - ether, Pentothal - 
nitrous oxide, Pentothal-nitrous oxide-cyclo- 
propane-ether; lately, we have added demerol 
and Phenergan. Our mixture of choice was 
Pentothal-nitrous oxide, but, in poor risk cases, 
we always used cyclopropane-ether, the latter 
aneesthetic serving as a cardiac and respiratory 
stabilizer. 

For children below ten, we employed Pento- 
thal very often but with caution, because the 
respiratory centre is easily depressed and respira- 
tory passages relatively small, these two factors 
inducing hypoxia; we have never given more 
than one c.c. of 2.5% Pentothal by vear of age. 

We have used long and short acting relaxants. 
Flaxedil and p-tubocurarine, which give a com- 
petitive neuromuscular block, are ganglioplegic 
substances, but Flaxedil acts more on the para- 
sympathetic system and causes tachycardia. 
However, we prefer Flaxedil because it is less 
liable to release histamine. Of the curare drugs 
which give a neuromuscular block by prolonged 
depolarization, we used Syncurine and. the short 
acting relaxants, Anectine and Brevidil. These 
short acting relaxants are not ganglioplegic sub- 
stances. 


In almost all major operations on adults under 
general anzesthesia we performed endotracheal 
intubation and this was always done for babies 
and children below ten; for the latter, we used 
the non-rebreathing system with the Stephen- 
Slater valve, and usually packed the mouth with 
gauze. We now have a series of “streamlined” 
endotracheal tubes with inflatable cuff, which 
are better in preventing blood and mucus from 
entering the lungs. 


Regional block has a definite place in anes- 
thesia; it provides a better physiological balance 
and free exercise of reflex mechanisms. For some 
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cases, we have induced low and middle spinal 
anesthesia with Pontocaine and dextrose (Sise’s 
technique ), preferably using Methedrine as vaso- 
constrictor. For upper limb operations, we used 
brachial plexus block with Cyclaine 1% and 
adrenalin. For the lower limbs, we used spinal 
anzesthesia and we are now trying femoral and 
sciatic nerve blocks. Regional anzsthesia is per- 
haps the most neglected method in anzsthesi- 
ology, but we intend to use more and more 
regional blocks in the future. Nevertheless, we 
think that agents and techniques are less im- 
portant than a better knowledge of basic sciences 
(anatomy, physiology and pharmacology) as re- 
lated to anesthesia and clinical training. 

Among supportive procedures, we have used 
solutes, expanders (our choice—Subtosan), and 
blood. We discarded pooled plasma furnished 
by a central organization because of the many 
reactions we had. 

Our blood bank is a local organization and is 
dependent on the anesthetist in charge. The 
community now understands that this is its own 
affair, and owing to several benevolent groups 
and particularly the local Junior Board of Trade, 
we can always be~assured of the quantities of 
blood we need. 

During the last year, every patient leaving 
the operating room has passed through a modest 
but useful recovery room, where we control 
respiration and circulation, and if necessary in- 
stitute adequate and rapid treatment. 

The work accomplished in this small centre 
has been done in co-operation, and every day we 
have enjoyed visiting patients with the surgeon 
and the resident. This has permitted consultation 
and enabled us to take decisions faster, with 
profit to the patient as well as ourselves. 


We wish ‘to express our gratitude to Sister Marie 
Auxiliatrice, O.S.A., Miss Pierrette Lacroix, I. L., and Miss 
Heléne Labbé, I.L., for their help in the preparation of 
this paper. 





RESECTION FOR PULMONARY 
TUBERCULOSIS 


Thompson and his colleagues (Thorax, 9: 1, 1954) 
show that resection of a lung segment or whole lung, or 
both together, for tuberculosis, is now a relatively safe 
procedure. In a series of 266 consecutive resections on 
259 South Wales patients, the operative mortality was 
under 2% and in almost 95% of patients the disease ap- 
pears to be arrested. The authors discuss the factors 
which have brought about this happy result. 
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TREATMENT OF ATHLETIC 
INJURIES 


C. C. HOPMANS, M.D.,* Hamilton, Ont. 


TODAY, WITH SPORTING EVENTS ever assuming a 
position of greater importance in our social lives, 
the medical care of the highly trained athlete is 
such as to cause not only the surgeon but also the 
public a great deal of anxiety. 

The primary aim of the surgeon is to maintain 
~ the athlete as an active member of the organiza- 


tion to which he belongs. It is with this thought - 


in mind that this paper is being written, never 
forgetting that in all games an individual’s health 
is of prime importance, but also remembering 
the vital importance of one injured player in a 
smoothly functioning athletic unit. 


Prophylaxis is as important in athletic injuries 
as in any branch of medicine. The well condi- 
tioned, alert, hard playing athlete is seldom seen 
in the training room, whereas all training rooms 
are blessed with individuals who are only too 
prone to take a rub-down instead of two laps 
around the field, and whose complaints go from 
one region to the next depending on the fashion 
at he time. 

One must remember that athletes’ bodies and 
extremities are subjected to strains far in excess 
of their usual requirements to withstand such 
stresses and, therefore, I feel that, adequate pro- 
tection and good equipment is essential. In order 
of frequency, ankles, knees, thiglis, wrists, elbows, 
shoulders, ribs and backs are most commonly 
injured. 


ANKLE INJURIES 


The frequency of injuries to ankles can be 
reduced greatly by adequate support prior to the 
contest, and greatly minimized by active treat- 
ment after the injury. 


By “adequate support” is meant an efficient, 
well-applied ankle strapping or wrap. There are 
several methods of strapping, but an adhesive 
boot modified after the method of Gibney (Fig. 
1A) has been found to be effective, and easily 
and rapidly applied, and it aids greatly in ab- 
sorbing excessive strains placed on the ankle 
joint. The ankle wrap as illustrated in Fig. 1B is 
easily applied but is not as efficient. 


*Resident in Surgery, Hamilton General Hospital. 
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Most ankle injuries occur in the midst of an 
important contest, and when a fracture has been 
ruled out by an adequate examination, the ques- 
tion arises, “Can this man finish the contest, or 
will he be available to participate again in a few 
days?” 

Most sprains of the ankle consist of a 
partial rupture of the lateral collateral ligaments 
and it is the pain factor which prohibits weight 
bearing. I feel that the use of local anzesthesia 
and adequate support is the treatment of choice. 
Local anzsthesia may be obtained by the injec- 
tion of 1% Novocaine into the damaged area, 
and support as illustrated in Fig. IA. However, 
because of the ever present danger of infection 
and the inadequacy of sterile technique in the 
training room, I have of late performed several 
sural nerve blocks with excellent results. I use 
the posterior border of the fibula approximately 
three inches above the lateral malleolus as a land 
mark, and insert the needle until there is parzes- 
thesia along the lateral side of the foot and 
ankle. Once this is achieved, 7 to 10 cc. 2% 
Xylocaine with epinephrine is injected and the 
ankle is strapped. Usually full, painless weight 
bearing may be carried out immediately follow- 
ing this therapy. 

Once the player is off the playing field, if the 
swelling is sufficient to require it, I inject 10 c.c. 
of 1% Xylocaine along with one ampoule of hyal- 
uronidase into the site of injury and put the 
patient at rest with ice packs and elevation of 
the limb for 24 hours. Daily treatments consist- 
ing of whirlpool baths and short-wave diathermy 
hasten the healing process, and the ankle returns 
to normal rapidly. 


While my experience is limited, I feel that 
hydrocortone may have a place in the early treat- 
ment of these injuries. Ankle injuries should 
never be treated lightly and the greatest of care 
must be taken to prevent re-injury to the already 
damaged joint. 


KNEE INJURIES 


There may be a very great variation in the 
type and severity of injury to the knee. This 
may vary from a simple sprain producing effusion 
to complete disruption of the knee joint. Early 
aspiration of fluid from the joint followed by the 
instillation of 1 c.c, of hydrocortone, along with 
rest and support, has proved to be the most ade- 
quate treatment for effusion of this joint. This, 
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Figure 2 


Fig. 1A.—Modification of Gibney Boot using one inch adhesive tape. Fig. 1B.—Ankle wrap 
using two inch Elastoplast. It will be noted that the ankle is protected both anteriorly and 
posteriorly. Fig. 2A.—Fan type of strapping when there is damage to the collateral ligaments 
of the knee. The knee is flexed approximately 15° when adhesive is being applied. Fig. 2B.—Fan 
type of strapping used when there is damage to the posterior knee joint. The heel is placed 
on a two inch block when this strapping is applied. 


combined with short-wave diathermy and whirl- 
pool bath treatments, will greatly decrease the 
athlete’s period of disability. 

At this point the use of quadriceps exercise 
must be stressed. There is no injury so crippling 
to an athlete as loss of quadriceps power after 
enforced immobilization, At the same time there 
are few injuries which will interfere with the 
exercises necessary to maintain quadriceps power 
and, therefore, these exercises must be carried 
out diligently from the time of injury. 

Next in frequency is tearing of fibres of the 
collateral ligaments. These vary in severity from 
point tenderness to absolute instability of the 
joint. For many of the minor tears of the col- 
lateral ligaments an adhesive strapping (such as 
in Fig. 2A) will be sufficient and will aid greatly 


in giving added support to the damaged struc- ~ 





tures. If there is clinical evidence of joint in- 
stability, a full-leg stove-pipe plaster will offer 
the maximum in immobilization in combination 
with adequate muscle exercise. This is left on 
for a three week period, following which gradual 
increase in activities along with the above strap- 
ping will have the athlete fit in the shortest 
time possible. More extensive ligamentous in- 
juries, perhaps with tears of the medial or lateral 
meniscus, may require surgical treatment such as 
repair of the damaged ligaments and excision of 
the torn cartilage. 

An injury not infrequently seen is one of hyper- 
extension of the knee joint, and a player may 
be kept active by means of a diagonal strapping 
as shown in Fig. 2B. This will maintain the knee 
in approximately 10% of flexion and prevent full 
extension, which is painful. 
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Figure 4 


Fig. 3A and 3B.—Wrist wrap using two inch Elastoplast. It is noted that the wrist is 
strapped in a neutral position. Fig. 3C and 3D.—Finger support using % inch adhesive tape. 
This allows for a good deal of support with minimum of bulk. Fig. 4A.—Fan type strapping 
with elbow flexed approximately 15°. The strapping must be anchored securely proximally and 
distally. Fig. 4B.—Appliance used to limit abduction. Degree of abduction may be varied by 


length of chain attached to chest and arm strap. 


The most common injury to the thigh is the 
so-called “charley horse” or muscle hematoma. 
This can be just as disabling as any of the more 
serious injuries, and is very prone to repeated 
trauma. Injection of two ampoules (300 T.R.U. ) 
of hyaluronidase dissolved in 10 to 15 c.c. of 
1% Xylocaine at the time of injury will hasten 
absorption of the hematoma,’ and also offset the 
spasm which always accompanies this injury. 
Here particularly, trainers should be warned 
about the dangers associated with too enthusi- 
astic massage, and the importance of gentle 
manipulation should be stressed. The applica- 
tion of ice packs for 24 hours followed by short- 
wave diathermy and whirlpool bath therapy will 
usually complete the treatment. It has been 
found that the firm application of a rubber band- 
age to the thigh will give the support necessary 
for an athlete to give a creditable performance 


without undue discomfort, prior to complete 
resolution of the haematoma. 


WRIsts AND HANDS 


Injuries here are usually due to having these 
extremities stepped upon, and they vary from 
actual fractures to soft tissue damage of varying 
degree. The fractures will be treated as the con- 
dition warrants. On occasion Kirschner wire fixa- 
tion of a fractured metacarpal shaft with the 
application of a small hand cast may be used, 
and by this means the athlete will be able to 
continue activities while the fracture is uniting. 

For most soft tissue injuries a simple hand or 
wrist wrap using two-inch Elastoplast as in Fig. 
3A and 3B is sufficient. 

Special attention must be paid to dislocation 
of the fingers, which is common indeed. Since one 
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must combine the maximum of support with the 
maximum of flexibility, no form of plaster is 
suitable. A small finger spica using 1/8 inch ad- 
hesive strips as in Fig. 3C and 3D will provide 
both of the above prerequisites. 

Once again, how often do we see retired 
athletes with the typical deformity following 
avulsion of the digital extensor tendons at their 
insertion. Here plaster fixation is unsatisfactory 
and Kirschner wire fixation? with the distal inter- 
phalangeal joint hyperextended and the proximal 
interphalangeal joint flexed to 90 degrees has 
been very satisfactory, the digit being so im- 
mobilized for four weeks. 


ELBows 


Falling on the olecranon process frequently 
results in an olecranon bursitis, and once again 
aspiration and the introduction of 1 c.c. of 
hydrocortone followed by a pressure bandage 
will result in the most rapid recovery. A fall or 
a blow which hyperextends the elbow may cause 
hemorrhage into the belly of the biceps muscle 
and, also, some degree of tearing of the anterior 
capsule of the elbow joint. The pain is greatly 
increased as the elbow is fully extended and, 
therefore, strapping such as shown in Fig. 4A 
with the elbow flexed approximately 20° will 
restrict full extension and yet allow freedom of 
flexion, which is relatively painless. Injection of 
10 c.c. of 1% procaine with 1 ampoule of hyal- 
uronidase into the biceps will aid in rapid resolu- 
tion of the haematoma. 


SHOULDERS 


Rotator cuff tears with or without dislocation 
of the head of the humerus are not infrequent 
injuries. Here local infiltration will offset much 
of the pain and spasm initially, but nothing has 
been found which will take the place of rest, 
short-wave diathermy, gentle massage and 
graduated exercise. The apparatus which has 
proved to be useful in getting the athlete back 
on the playing field early and yet ensuring 
against re-injury is shown in Fig. 4B. This sup- 
port limits abduction and minimizes the danger 
of further injury. : 

Separations of the acromio-clavicular joints are 
most difficult to manage and the results are dis- 
appointing as there is 2 great tendency for the 
injury to. recur. Conservative treatment as de- 
scribed by Watson Jones is usually satisfactory, 
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but in recurrent separations open reduction may 
be necessary. 


CueEst INJURIES 


Herein may be included: separation of the 
costochondral junctions, fractures of ribs, frac- 
tures of sternum, and avulsion of muscle attach- 
ments. 





Figure 5. 


Strapping for back support. There are four layers of 
two inch adhesive each so placed as to take up stress in 
various directions. Strapping extends to anterior superior 
iliac spine. 


Most rib fractures are not sufficiently severe to 
cause a pneumothorax or hemopneumothorax; 
therefore, local infiltration of 5 to 8 c.c. of 2% 
Xylocaine with epinephrine at the site of injury 
will be sufficient. One must remember that the 
rate and depth of the chest excursions in an 
athlete are greater than normal, and that any 
form of splinting of the chest wall will greatly 
interfere with his efficiency. If restriction of 
movement of the chest cage is thought necessary, 
a round and round Elastoplast strapping of the 
lower five ribs will be the most efficient and 
comfortable. 
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Separations of the costochondral junctions are 
just as painful as rib fractures, and the rib and 
cartilage are very prone to remain separated and 
painful because of poor healing, persistent dis- 
placement and inadequate immobilization. If 
such is the case, excision of a small segment of 
cartilage at the site of the separation is followed 
invariably by a rapid and complete recovery. 

Painful injuries to the sternum are caused by 
direct trauma. For these and the former injuries 
to the bony thoracic cage, a water-resistant 


-moulded plaster guard will absorb most of the-: 


shock of subsequent contact and yet will be light 
enough to enable the athlete to play efficiently. 

Avulsions of muscular attachments are best 
treated by local infiltration of 2% Xylocaine with 
epinephrine followed by short-wave diathermy. 
Here too, rest is often the only answer since 
stabilization is difficult. 


Back INJURIES 


These may be the most trying of all and one 
often feels very inadequate. However, even if 
there appears to be generalized spasm of the 
whole dorsal or lumbar region, one usually finds 
one point of maximum tenderness which, when 
relieved by local infiltration, will be followed by 
marked relaxation of muscle spasm. Support in 
this region is particularly effective, but only if 
‘it is properly applied. A single transverse layer 
of adhesive does little in the matter of support, 
but the strapping technique shown in Fig. 5 has 


SPOROTRICHOSIS* 
REPORT OF THREE CASES FROM TORONTO 


GORDON H. HAWKS, M.D., Toronto 


A REvIEW of the medical literature shows that 
infection with the fungus Sporotrichum schencki 
is not too uncommon, several hundred infections 
having been reported in the United States alone. 
However, only three cases have been reported 
from Canada. The purpose of this paper is to 
review the subject of sporotrichosis briefly and 
report three additional cases proved by bacterio- 
logical culture which occurred in the Toronto 
area. 


*From the Departments of Bacteriology, St. Michael’s Hos- 
pital and the University of Toronto. 
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proved to be particularly efficient, and will resist 
excessive movement in all directions. 


SUMMARY 


This paper has been written with the realiza- 
tion that there are many injuries not included; 
however, it has been my experience that the ones 
mentioned are the most common and, also, the 
most poorly treated, 

Proper evaluation of the nature of the injury 
with adequate treatment will do much towards 
keeping an athlete an active member of the 
team. There must be a close relationship between 
the club physician, trainer and coaching staff, 
and the club physician must never be swayed by 
appeals which he feels may endanger the 
athlete’s future playing ability. 

Finally, the psychological aspect must be men- 
tioned. A highly trained athlete whose livelihood 
depends on his ability to play the game greatly 
appreciates the care and understanding given 
him by a capable and conscientious physician; 
many problems may thus be solved which would 
have an otherwise adverse affect on his per- 
formance. 


The excellent drawings are the work of Mrs. A. 
Donaldson, medical artist of the Hamilton General 
Hospital. 
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The first case of sporotrichosis was described by 
Schenck! at Johns Hopkins Hospital in 1898. He 
established the etiological agent to be a fungus which 
Dr. Erwin F. Smith identified as belonging to the genus 
Sporotricha. The second case recorded was in 1900 when 
Hektoen and Perkins? reported an infection in a five 
year old boy and named the fungus Sporothrix schencki. 
In 1903 de Beurmann and Ramond? in Paris isolated a 
similar fungus from a case of multiple subcutaneous 
abscesses. This organism was identified as a “sporothrix” 
and was named Sporotrichum beurmanni by Matruchot 
and Ramond, who apparently were not familiar with the 
work of the Americans several years previously. The im- 
pression is general in Europe that the American and 
French organisms are distinct and there are two different 
though closely related diseases. It is not within the scope 
of this paper to enter into this discussion. Davis+ has 
written extensively on the subject and it is now generally 
considered that the two diseases are identical and caused 
by the single organism called Sporotrichum schencki 
which is capable of showing considerable cultural varia- 
tion. 
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DISTRIBUTION 


Sporotrichosis is world-wide in distribution. 
The majority of cases have been reported from 
France, Africa, South America and the United 
States. The disease is particularly common in 
Colombia, South America, where Silva* reports 
that a new case is seen once a week on an 
average. 

The disease was first reported in Canada by 
Learmonth’ in 1915. He described a single ulcer 
which occurred on the forearm of a 31 year old 
farmer in Alberta, Cultures of this lesion grew 
an organism which was identified by Nicholls 
of Montreal as “a sporothrix but unlike the 
Schenck form.” The culture gave rise on culture 
to large ovoid, almost cigar-shaped forms, which 
may have been chlamydospores, but was not 
pathogenic for mice. No mention was made of 
treatment or of response to therapy. 

The second Canadian case was described by 
Burgess’ in Montreal in 1925. This occurred as a 
single sloughing ulcer on the dorsum of the 
hand of a hospital attendant. The initial injury 
was received at this site in an altercation with a 
patient. No contact with plants was noted. The 
organism isolated from the lesion was identified 
as “a variation of Sporotrichum beurmanni.” Of 
3 white rats injected subcutaneously with an 
emulsion of spores, only one showed any disease. 
This may have been due to the type of injection, 
as the response of these animals varies with the 
route of inoculation. Smears of pus from the 
abscess in this animal revealed extracellular 
mycelial forms varying in length from long fila- 
ments to short rods. The characteristic “cigar 
bodies” or spore forms were absent. The patient 
responded slowly to treatment with potassium 
iodide but complete recovery was obtained. 

No other cases were reported in the Canadian 
medica] literature until] 1951 when Fischer and 
Markkanen® described the condition in a florist’s 
assistant. This patient had a primary lesion on 
the wrist with lymphangitis and subcutaneous 
nodules in the forearm. A fungus was isolated, 
proved pathogenic for white mice and was 
identified as Sporotrichum schencki. The patient 
responded well to treatment with iodides. 

Although only the above three cases have been 
reported in the medical literature of Canada, 
there are indications that cases of sporotrichosis 
are being diagnosed but not reported. For ex- 
ample, Dr. Gertrude Kalz in Montreal has given 
me permission to report that she has isolated. 
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the fungus on two occasions, once in 1946 and 
again in 1949. Both cases showed very character- 
istic lesions on the forearm and both responded 
very well to iodides. The cultures and animal 
responses were characteristic of Sporotrichum 
schencki. Mr. John Fischer, mycologist for the 
Ontario Provincial Laboratories, Toronto, also 
has kindly permitted me to say that since his case 
reported in July 1951, he has recovered the 
fungus from material submitted to him from 
five additional patients and in addition three 
cultures of Sporotrichum schencki have been sent 
to him from Windsor, Ontario, for identification. 
In every case the infection was primarily of the 
hand and was of the localized lymphangitic type. 


SOURCE OF INFECTION 


Both pathogenic and non-pathogenic species 
of sporotrichum occur in nature, and the most 
common source of infection in man is through 
contact with plants. The organism has been 
isolated from the air, from soil and from vegeta- 
tion such as grains of oats, beech bark, mine 
timbers, barberry thorns and sphagnum moss. 
The disease has been described in horses, mules, 
dogs, cats and rats. Some cases in man have 
been contracted from infected animals, but this. 
is most unusual, Rhoda Benham? suggests that 
both man and animals are infected from some 
inanimate or possibly plant source that acts as 
a reservoir for the parasite. She has successfully 
infected plants with Sporotrichum schencki and 
has infected animals with cultures from the dis- 
eased plants. Furthermore, Benham was able 
to grow the fungus saprophytically on sterile 
barberry thorns. 

The lymphangitic type of sporotrichosis with 
lesions on the hands and arms is most frequently 
seen on this continent, and all the Canadian 
cases so far described have been of this form. 
There is little doubt that this is an occupational 
disease, as the site of the lesions would indicate. 
Several examples have been presented in the 
literature of large numbers of cases occurring 
following contact with a common plant material. 
The most striking of these was the outbreak in 
miners working in the Witwatersrand gold fields 
in South Africa,?° when 2,800 workers were in- 
fected. The organism was isolated from timber 
used in constructing the mine shafts and the in- 
fection was contracted through direct contact 
with the fungus-ridden wood. 
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Foerster? has reported 18 cases of sporo- 
trichosis which occurred in employees in a tree 
nursery. Ten of these followed an injury by a 
thorn of the barberry bush and eight actually had 
thorns removed from the affected finger. 


CLINICAL CHARACTERISTICS 

The disease occurs in several different forms 
depending upon which tissue is affected. 
Nordén?? has classified the cases into two large 
groups, cutaneous — subcutaneous and extra- 


cutaneous. The former group includes first the--: 


localized lymphatic type, which is the most usual 
form in which the disease appears. In this type 
the fungus is introduced through an abrasion or 
wound in the skin. The primary lesion appears 
at the site of injury or inoculation in one to three 
weeks as a single abscess, ulcer or chancre which 
fails to heal. Two to three weeks later, the 
lymphatics draining the part are affected, and 
firm, painless nodules appear underneath the 
skin along the course of these lymphatics. The 
nodules soon become attached to the overlying 
skin. This becomes reddened and may or may 
not rupture, giving rise to one or more secondary 
ulcers discharging thin greyish pus. If left un- 
treated, the primary lesion may heal, but the 
secondary lesions persist for months or for years. 
The regional lymph nodes are rarely involved 
and this may be an important differentiating 
characteristic. There are usually no systemic 
symptoms, the patient being afebrile and the 
infection remaining localized. 

Secondly, there is a disseminated cutaneous 
type of the disease described which is more 
prevalent in Europe. Multiple gumma-like 
nodules appear under the skin which may or 
may not ulcerate to form chronic suppurating 
lesions. A third form of the disease called the 
epidermal type affects the epidermis alone. The 
lesions vary from small papules which may be- 
come pustular to flat plaques covered with 
silvery scales. This type was common in the 
South African outbreak. 

Cases of extracutaneous sporotrichosis have 
been described with lesions of the mucous mem- 
brane of the nose, mouth, pharynx and conjunc- 
tiva, lesions of the bones and joints and more 
rarely of the viscera such as the liver, spleen and 
kidneys. It is of interest that this is one fungus 
disease which seldom attacks the lungs. In the 
South African outbreak no cases of pulmonary 
sporotrichosis were observed. 
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CasE l 


E.A., a 56 year old white man, pinched his left index 
finger between two water pipes in a greenhouse on 
April 22, 1952. The skin was slightly broken but the 
injury was so small that it was disregarded. Within a 
week a small pustule developed. The patient pricked this 
with a flamed sewing needle and covered the finger with 
a proprietary ointment and a bandage. He continued to 
work, but because the pustule persisted he consulted 
his family physician on May 5. During the next. two 
weeks he received over 3 million units of penicillin. On 
May 10, he noticed a firm painless lump the size of a 
pea on the lateral aspect of his left forearm which was 
followed by the gradual appearance of several others. 


When admitted to hospital on May 24 he had a dry 
indurated ulcer about 3 mm. in diameter on the lateral 
side near the tip of his left index finger. Several large, 
painless nodules measuring up to 2 cm. in diameter were 
present along the lateral aspect and extending on to the 
back of the left forearm up to the elbow (Fig. 1). The 


Fig. 1.—Sporotrichotic nodules along lymphatics of fore- 
arm. Primary lesion on lateral side of distal phalanx of 
index finger is not visible. (Case 1). 


epitrochlear and the axillary lymph nodes were not en- 
larged. There were no other abnormal physical findings. 

Since no material could be obtained from the primary 
ulcer, one of the nodules in the arm was excised for 
biopsy and culture. The cut nodule was of a grey homo- 
geneous appearance with no caseation. The pathologist 
stated that it was chronic granulation tissue. On June 
12, one of the nodules ulcerated, discharging a thin, 
watery, slightly purulent fluid. Gram-stained smears of 
this material and sections of the nodule biopsy showed 
no organisms, but both grew a fungus identified as 
Sporotrichum schencki. 


Case 2 


S.P., a 3 year old child, scratched his left middle finger 
near the base of the nail while playing in the garden on 
June 10, 1952. A few days later a small sore developed 
which would not heal. On June 21 he was seen by a 

hysician and received 300,000 units of penicillin daily 
or 5 days. However, the ulcer continued to enlarge and 
the finger to swell, and by July 19 several small painless 
subcutaneous nodules were evident along the back of 
the finger, over the dorsum of the third metacarpal and 
half way up the back of the forearm. The epitrochlear 
and axillary lymph nodes were not enlarged. There were 
no other abnormal physical findings. On August 21 he 
was referred to hospital for cultures. Gram-stained smears 
of crusted material on the surface of the ulcer and a 
swab of a thin purulent fluid which exuded after the 
crust was removed showed no organisms but both speci- 
mens grew a fungus identified as Sporotrichum schencki. 
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CasE 3 


E.D., a 60 year old woman, noticed a small pustule on 
the dorsum of the middle phalanx of her left third 
finger. As she is a severe diabetic she reported to her 
hospital clinic immediately, where the superficial abscess 
was opened on June 15, 1953 and penicillin was given 
intramuscularly. The abscess failed to heal and by July 
6, firm, painless, subcutaneous nodules were palpable 
along! the back of the left forearm up to the elbow. The 
epitrochlear nodes were enlarged but the axillary were 
not. No history of direct contact with plants could be 
obtained other than that the patient was very fond of 
her garden and spent much time working there. One 
of the nodules in the arm was excised for culture. This 
material and purulent material from the primary ulcer 
on the finger when cultured on Sabouraud’s agar yielded 
a fungus identified as Sporotrichum schencki. Direct 
examination failed to reveal any organisms. 





Fig. 2.—Colonies of Sporotrichum schencki on Sabour- 
aud’s agar—3 weeks old. 


M YCcOLocy 


The final diagnosis of sporotrichosis rests on 
the isolation of the fungus. Serological tests have 
been described by Nordén'? but are not com- 
monly used. Discharges and biopsy material ob- 
tained from primary or secondary lesions as well 
as excised nodules may be cultured. The material 
is grown on Sabouraud’s agar and Littman’s agar 

et room temperature and 37° C. For the yeast- 
like phase, brain heart infusion blood agar may 
be used and Francis’s glucose cystine blood agar 
gives excellent results when incubated at 37° C.** 


In three to five days tiny, white, star-like 
colonies appear. These gradually enlarge and™ 
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become membranous with a wrinkled or cerebri- 
form centre. The colour which at first is white 
becomes grey, brown or black, depending on the 
strain and composition of the media. Some 
species pass through various colour changes 
while others show very little variation. Many 
strains lose their pigment as they become older 
and are carried on artificial media. Fig. 2 shows 
the colonies of Sporotrichum schencki isolated 
from Case 1 growing on Sabouraud’s media at 
room temperature. This strain is highly pig- 
mented and shows the typical white spreading 
fringe around the brownish black colonies. When 
grown at 37° C. the colonies failed to produce 
pigment and were consistently white. 





Fig. 3.—Mycelial growth showing clusters of conidia 
borne on conidiophores. Slide culture (x 500). 


Microscopically the colony is composed of 
long, branching, septate, hyphal threads about 
2 microns in width. These give rise to spores or 
conidia which occur characteristically in clusters 
at the ends of short branches called conidio- 
phores (Fig. 3). Many arise directly from the 
sides of the hyphe. The conidia are round to 
ovoid or pear-shaped, 2 to 4 microns in length, 
and are responsible for the colour of the colony. 
Triangular conidia have also been described in 
cultures. These are said to resemble the triangu- 
lar spore forms which appear when the fungus 
grows in its natural plant environment.’® Tri- 
angular spores were not found in the three 
strains isolated. 





9° 
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Clusters of conidia on conidiophores represent 
the usual form of reproduction. However, species 
isolated from humari cases have shown in addi- 
tion budding of the individual conidia to form 
daughter conidia in the same manner as the 
budding of yeast cells.?* 

On injection into white rats or white mice the 
organism produces typical lesions. Death of the 
mouse usually occurs, some animals taking much 
longer to die than others. Fresh material from 
the lesions in the patient or the fungus grown on 


Fig. 4.—Cigar bodies in pus from lesion in mouse. 
(Gram stain x 1200.) 


Sabouraud’s media may be injected intraperi- 
toneally or intratesticularly. As the fresh ma- 
terial was very scanty, growth from solid media 
was used for injection intraperitoneally into 10 
male white mice, 5 for each of the 2 strains iso- 
lated from cases 1 and 2. The organism from case 
3 was not injected into mice, Over a period of 5 
to 10 weeks all the animals died. The lesions 
consisted of abscesses in the peritoneum, liver, 
spleen, scrotum, tail and feet. The organism was 
recovered on culture from each mouse at 
autopsy. 

Smears of pus from the lesions in the mouse 
show the typical tissue form of the fungus. This 
is a Gram-positive, elongated, ovoid cell which 
may show budding and is often termed the 
“cigar body” (Fig. 4). 

Pathology.—Sporotrichosis is one fungus dis- 
ease in which the pathologist’s report is of little 
value because the fungus elements are rarely if 
ever found in tissue sections.’ The organism has 
been described as appearing in two different 
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forms—the “cigar body” and an “asteroid” form. 
The latter is an eosinophilic round body with a 
periphery of radiating projections not unlike the 
clubs seen in colonies of Actinomyces bovis.’ 

The tissue reaction is granulomatous in nature. 
The cellular reaction is predominantly epi- 
thelioid with occasional multinucleated giant 
cells. Lymphocytes, plasma cells, histiocytes and 
eosinophiles make up the background of granulo- 
matous tissue. Central areas of necrosis may also 
be present. 

Treatment.—_For the treatment of sporotrich- 
Osis, potassium iodide is practically a specific. 
The drug is given in amounts beginning with 
10 grains (0.65 g.) a day and increasing gradually 
until tolerance doses are reached. This is con- 
tinued for four to six weeks after all lesions have 
cleared to prevent the occurrence of a relapse. 
The three cases outlined responded dramatically 
to potassium iodide by mouth. Complete healing 
of the primary ulcers occurred and the subcu- 
taneous nodules disappeared in about a month. 
There have been no recurrences of the lesions. 


SUMMARY 


1. The subject of sporotrichosis is reviewed 
briefly, with special emphasis on cases occurring 
in Canada. 

2. Three cases of the disease contracted in the 
Toronto area and proven by _ bacteriological 
culture are described. A complete cure was ob- 
tained in each case with potassium iodide. 


I am indebted to Drs. W. K. Welsh and P. McGoey of 
St. Michael’s Hospital and Drs. A. W. Gray and R. K. 
Schachter of the Women’s College Hospital for the clini- 
cal material and for their permission to publish these 
cases; and to’ Dr. P. H. Greey for his valued suggestions 
in the preparation of this paper. 
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Case Reports 





A CASE OF CRYPTOCOCCOSIS 
WITH INVOLVEMENT OF 
LUNGS AND SPINE* 


° DAVID EISEN, M.Sc., M.D.,t 
ISRAEL SHAPIRO, B.A., M.D.+ and 
J. B. FISCHER, M.S.A.,{ Toronto 


THE FOLLOWING CASE deserves to be recorded 
both for its intrinsic interest and because it is 
apparently the first case of its kind to be reported 
in Canada. 


A white woman of 29, employed as a clerk, noticed 
a nagging pain in the middle of her lower back early 
in February 1948. Six weeks later she felt a lump in 
that region. The pain was not aggravated by bending or 





Fig. 1 


stooping and there was no limitation of motion. When 
she visited her doctor two weeks later, he found a 
lum-sized, pinkish swelling, warm to the touch and 
ocalized directly over the 3rd lumbar vertebra. She was 
referred to me for x-ray examination of the lumbar spine 
the same afternoon, two months after the onset of her 
symptoms. 

The films showed a destructive lesion, ovoid in shape, 
occupying the upper posterior quadrant of the spinous 
process of the 3rd lumbar vertebra. There was no peri- 
osteal or bony reaction. The lesion was best brought out 
on underpenetrated lateral films. It was directly beneath 


*Read at Meeting of Radiological Section of Ontario 
Medical Association at London, Ont., May 24, 1949. Priority 
in publication however goes to Holmes & Hawks who pub- 
lished in 1953 a case of proven torulosis (this Journal 68: 
143, 1953) which had been presented before the Academy 
of Medicine, Toronto, in March 1950. 

tChief, Department of Radiology, New Mount Sinai Hos- 
pital, Toronto. 

tSenior Attending in Orthopedics, New Mount Sinai Hos- 
pital, Toronto. 

WMycologist, Ontario Department of Health. 
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the soft tissue swelling. We consider the findings as 
representing a localized sub-chronic or reactivated osteo- 
myelitis of the spinous process (Fig. 1). 

The patient was admitted to Mount Sinai Hospital 
where a routine radiograph of the chest revealed rather 
astonishing findings in a patient who had had no symp- 
toms referable to her chest, nor a history of any previous 
chest disease or any other illness. There was a general- 
ized involvement of both lungs by a soft infiltration, peri- 
bronchial in distribution and extending from the clavicles 
to the tops of the domes of the diaphragm, leaving the 
apices and the costophrenic angles clear. The basic 
nodule was somewhat irregular in shape and size, and 
showed a tendency to conglomeration peripherally into 
bean-shaped, fluffy masses. The infiltration was evenly 
distributed on both sides and fanned out from the hilum, 
although it is of interest that the hilum shadows them- 
selves were not enlarged (Fig. 2). 

The heart appeared normal and the mediastinum, while 
on the wide side, did not appear definitely involved. We 
regarded the findings as not typical of either tuber- 
culosis or of Boeck’s sarcoid, and suggested a broncho- 
mycosis. 

Examination of the chest revealed slight percussion 
changes over both sides posteriorly and to a lesser degree 
anteriorly. Auscultation revealed varying fine adventitious 


Fig. 2 


sounds over the right upper lobe posteriorly, but no 
definite rales. Other physical findings, except for those 
in the mid-lumbar spine, were negative. A patch test 
and an intracutaneous test for tuberculosis were both 
negative. Her temperature throughout her 10 days’ stay 
in hospital varied between 98 and 99.6° F.; the pulse 
and respiration rates were normal. The urine showed a 
slight trace of sugar and of albumin, and microscopically 
2-3 white cells and 8-10 epithelial cells per high power 
field. The red blood cells were normal in appearance and 
the red cell count, hemoglobin value and white cell 
count were all normal. The erythrocyte sedimentation 
rate, however, was increased to 38 mm. per hour. The 
blood non-protein nitrogen and protein levels were 
normal, 

On May 14, under local anesthesia, the fluctuant mass 
over the lumbar spine was aspirated and about 3 c.c. of 
blood-stained, thick yellow pus was obtained. A direct 
smear showed no tubercle bacilli; the rest was sent for 
culture to the Provincial Health Laboratories. A pure 
culture of a fungus was obtained which had all the 
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morphological characteristics and pathogenicity of 
Cryptococcus neoformans, so that it could be established 
definitely that this was the cause of the patient’s disease. 

On May 25 the abscess in the patient’s back was again 
aspirated and 50 c.c. of pus obtained. Her physician, 
Dr. I. Wayne, tells us that at this time her sedimenta- 
tion rate was 60. On the suggestion of the Provincial 
Health Laboratories he put her on sulphadiazine therapy. 
The response was very gratifying and her sedimentation 
rate came down to normal in 10 days. The mass became 
smaller and ultimately disappeared, but a discharging 
sinus persisted until the infected portion of the spinous 
process was removed surgically. 

On June 10 the patient was referred to our office for 
a re-check of her chest. The appearance after five weeks 
was, in general, similar but there seemed to be a 
tendency to conglomeration especially on the right side 
between the Ist and 4th ribs. There appeared to be some 
clearing at the bases but the apices showed some 
mottling. We have received reports at various intervals 
concerning the patient’s condition from Dr. Wayne and 
it appears that she has completely recovered. Our latest 
information was on February 25, 1954, six years after 
the onset of her illness, at which time she was in good 
health and working at her old job. 


Fig. 3 


The organism was first isolated in 1894 by 
Busse and called by him Saccharomyces. The 
name Cryptococcus was introduced by Vuillemin 
in 1901. In the American literature it is fre- 
quently referred to as Torula histolytica (Stod- 
dard and Cutler). The condition is also some- 
times called European blastomycosis, although 
not at all limited to Europe. : 

The early cases were reported from Western 
Europe but cases have been found in the Pacific 
Islands, including Japan and Australia, and along 
the eastern coast of South America. In North 
America, cases have been reported mostly from 
a wide belt running across the Southern States 
from Florida to California. 

The organism is a spherical or ovoid, thick- 
walled yeast, which is characteristically sur- 
rounded by a wide gelatinous capsule; the latter 
is the distinguishing feature of this organism 
and it is this which suggested the name Torula 
histolytica on the mistaken impression that it 
represented an area of histolysis of the surround- 
ing tissue (Fig. 3). 
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On the skin the lesions may appear as acnei- 
form pustules or punched-out, granulomatous 
ulcers. In the subcutaneous tissues the lesions re- 
semble tumours or deep-seated abscesses. In the 
lymph nodes there may be a histological appear- 
ance suggesting Hodgkin’s disease. In the lungs 
the involvement may be peribronchial or there 
may be circumscribed lesions of firm consistency 
resembling tumours. Occasionally a miliary- dis- 
semination may be found. 

The fungus may enter the body through the 


‘skin, the respiratory, or the gastro-intestinal 


tract. The organism seems to seek out the central 
nervous system. In 47 cases reviewed by Levin, 
the brain and meninges were involved in 30, the 
lungs in 9, and generalized infection occurred 
in 8. If the ceniral nervous system is involved 
the patient will present the symptoms and signs 
suggesting any chronic meningitis, encephalitis, 
or brain tumour. In pulmonary infection there 
may be no symptoms at all, as in our case, or 
there may be a slight cough, possibly with a 
low-grade fever suggesting a subacute infection. 
Dullness and abnormal breath sounds may be 
found but no true rales. The involvement may 
be localized, lobar, unilateral, or bilateral. 

The white blood cell count may be normal or 
slightly elevated but the sedimentation rate is 
increased. There may be a slight anemia. Spinal 
fluid may be under increased pressure with a 
slightly elevated cell count and usually an in- 
crease in globulin and albumin. 

The x-ray findings are not pathognomonic. The 
lesions may be evenly distributed throughout 
both lungs, as in our case, or they may be local- 
ized. There may be large, dense, conglomerated 
shadows resembling pneumonitis, neoplasm, or 
tuberculosis. Cavity formation is unusual. The 
mediastinum is rarely involved. This is con- 
sidered a valuable point in distinguishing it from 
other generalized fungus infections. If the pa- 
tient recovers, the lesion heals by a scar that is 
indistinguishable from that of tuberculosis. It 
has been suggested that cryptococcosis should be 
considered in the presence of any persistent 
pulmonary lesion that is asymptomatic or rela- 


‘ tively asymptomatic. Bone is involved more 


rarely than in the other systemic fungus disease. 
Until recently, therapy was largely symptomatic. 
Repeated lumbar punctures are advised to re- 
lieve the increased pressure. In the presence of 
localized lesions, incision and drainage should 
be done, followed, if necessary, by excision of 
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infected bony areas. Iodides have been given by 
mouth, and x-ray therapy locally with occa- 
sionally good results. The sulphonamides, espe- 
cially sulphadiazine, have been recommended. In 
this case the results seemed encouraging but it 
is too soon to judge. Penicillin has also been 
given subcutaneously, intravenously, and intra- 
thecally with good results in some cases but with 
poor results in others. Conant is pessimistic as 
to the prognosis in systemic cryptococcosis, re- 
garding it as invariably fatal. 


SUMMARY 


A case of cryptococcosis with involvement of 
lung and spine is presented. Bone lesions are 
rare in this disease and the lung involvement, 
although extensive, was quite asymptomatic. 
Response to sulphadiazine therapy was prompt 
but the ultimate results cannot be stated. Al- 
though incompletely followed up, the case is 
presented because of its rarity in Ontario. 

Further studies during the past five years now 
shed some light on the source of infection by 
this organism. C. W. Emmons has succeeded in 
isolating from the soil 4 strains of Cryptococcus 
neoformans presenting cultural characteristics 
similar to those of the organism from human 
cryptococcosis. The presence of the fungus in 
wind-blown top-soil might explain the tendency 
to involvement of the lungs. 

With regard to therapy, Carton and Liebig 
have recently shown by animal experiments that 
cycloheximide (Acti-Dione) and polymyxin B 
were the most useful, both singly and in com- 
bination, of 29 agents tested for their inhibitory 
value against a standard strain of Cryptococcus 
neoformans. 
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ACUTE SUPPURATIVE PAROTITIS 
SECONDARY TO A FOREIGN 
BODY (FEATHER) 


M. GILBERT PASCOE, M.D., Brantford, Ont. 


ACUTE SUPPURATIVE PAROTITIS is well known to 
occur not uncommonly in children whose re- 
sistance is lowered by prematurity, malnutrition, 
local or systemic infection, local trauma, or duct 
calculi. However, accidental foreign bodies in 
the parotid gland are very uncommon. I would 
like to describe an instance in which a chicken 
feather was found in pus evacuated from a paro- 
tid abscess. 


D.G. was an 11 month old infant girl brought to my 
office on April 18, 1954, because of a chile enlarg- 
ing swelling over the right side of the face and loss of 
weight during the past two weeks. She had become 
a irritable and pale. There had been no con- 
tect with mumps. However, her supplemental daily 
vitamin intake included 6,000 units of vitamin A. 
Physical examination revealed a very irritable, pale, 
moderately undernourished white infant. There was a 
rounded firm mass over the right body of the mandible. 
The overlying skin was normal in colour, but seemed 
slightly warmer than the surrounding tissues. The mass 
was about two inches in diameter and there was no 
extension of the swelling below the right ear. A finger 
placed in the baby’s mouth did not reach the mass, but 
the right Stensen’s duct appeared slightly thickened. The 
child was admitted to the Brantford General Hospital 
where investigation revealed the following: Hb. 10.8 gm., 
white cells 21,100, neutrophils 73%, lymphocytes 27%; 
urinalysis negative, tuberculin test (1:2,000) negative. 
Radiography of the right mandible showed a marked 
overlying soft-tissue swelling with no evidence of under- 
lying bone lesion or calcium deposits in the mass. On the 
third hospital day, the skin overlying the mass was 
erythematous. Through an incision at the lowest level 
of the swelling, about half an ounce of very foul green 
us was evacuated. A black chicken pin-feather, %4 inch 
ong, was found in the pus. A drain was left in the 


‘.eavity for 48 hours and the patient given aqueous peni- 


cillin four hourly. She made a rapid, satisfactory con- 
valescence—her weight rising from 14 lb. 12 oz. on 
admission to 15 Ib. 8 oz. after 10 days in hospital. Her 
temperature, previously reaching 101.4° F., remain 
normal after the abscess was opened. Culture of the pus 
grew Streptococcus viridans and a moderate growth of 
heemolytic streptococci which were sensitive to penicillin, 
streptomycin, aureomycin, chloramphenicol, erythro- 
mycin, and achromycin. Re-questioning the parents 
elicited the information that two or three days before 
the appearance of the swelling the mother had plucked 

Sichues at her home, while the baby played on the 
floor nearby. 


Though the likelihood of foreign bodies find- 
ing their way accidentally into and through 
Stensen’s duct to reach the parotid gland is very 
small; the fine tip of the pin-feather facilitated 
this instance. This case emphasizes an additional 
hazard of allowing foreign bodies to enter chil- 
dren’s mouths, and also the value of naked-eye 
examination of purulent matter 
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SUMMARY 


The case is presented of an 11 month old 
infant with acute suppurative parotitis second- 
ary to a chicken feather, which she had taken 
into her mouth and which had entered the gland 
through Stensen’s duct. 


I would like to thank Dr. W. Sutherland, Waterford, 
Ontario, who kindly referred this patient to me. 


194 Dufferin Ave., 
Brantford, Ont. 





AN UNUSUAL CASE OF 
INFECTIOUS MONONUCLEOSIS 


LEO GREEN, M.D.C.M., Halifax 


THE DISEASE infectious mononucleosis has be- 
come more readily recognized during the past 
few years, by physicians being more conscious 
of its existence, and by the improved methods 
employed in diagnosis, with the finding of 
Downey cells in the blood, and positive hetero- 
phil antibody tests. The condition may be defined 
as an acute self-limiting infection associated with 
generalized lymphadenopathy, as a result of 
hyperplasia of lymphatic tissue, and characterized 
hzmatologically by the appearance of abnormal 
lymphocytes in the circulating blood. It is 
thought that the etiological factor is a virus. The 
incubation period varies from five to 15 days with 
gradual development of fever, malaise, loss of 
appetite and in a good proportion of cases a sore 
mouth and pharynx. There may be patches of 
grey-white exudate suggestive of a diphtheritic 
membrane or there may be a transient cutaneous 
eruption, macular or maculo-papular in . type, 
which may go unrecognized. 

The clinical types of this disease are classified 
as follows: (1) Glandular, the adenopathy being 
the predominant feature. (2) Febrile, marked by 
fever. (3) Anginose, in which the patient’s per- 
tinent complaint is associated with the pharynx; 
this type at times simulates diphtheria. 

On reviewing the recent article by Schultz and 
Hall,’ it was interesting to note the high inci- 
dence of hepatitis in the disease; apparently 92% 
of 75 patients on whom the test was done had 
positive bromsulphalein retention tests; 5% had 


INFECTIOUS MONONUCLEOSIS 





Canad. M. A. J. 
Jan. 1, 1955, vol. 72 


pneumonitis, and in two of 75 whose electro- 
cardiograms were taken, abnormalities similar 
to those in rheumatic or diphtheritic myocarditis 
were present. The unusual manifestation of optic 
neuritis has been reported by Bonynge and Von 
Hagen.’ 

These past few years we have been confronted 
with a great number of proven cases of the dis- 
ease, which have varied greatly in their severity; 
from the mild ones to the most extreme, which 


_ in one case illustrated below almost caused loss 


of life. 


J.R., a white 18 year old male, felt well until November 
4, 1952, when he began complaining of chills, fever and 
a sore throat; on first examination the positive findings 
consisted of: temperature, 102° F.; pulse, 104; respira- 
tion, 18; the pharynx was markedly red and injected, 
the regional cervical lymph nodes were tender and 
swollen. Penicillin was prescribed with no apparent im- 
provement. He was again seen on November 8, at which 
time he had developed an irritating cough with signs 
of consolidation at the base of the right lung. His condi- 
tion deteriorated until on November 17 there was evi- 
dence of a right pleural effusion. About this time he 
also began to cough up copious blood-streaked sputum; 
his respirations were issuiad. short and shallow, ac- 
companied by a moderate amount of pleuritic pain. 

He was hospitalized and a radiograph on admission 
showed evidence of a right pleural effusion with dis- 
placement of the heart and mediastinum to the left. His 
condition remained unchanged until December 3, when 
he developed signs and symptoms of a pleural effusion 
at the left base. A thoracentesis was performed, yielding 
blood-tinged fluid; about 300 c.c. of fluid was aspirated; 
this produced a pronounced beneficial effect on his 
breathing. The fluid failed to grow any organisms and a 
smear was negative for malignant cells. 

During this period, in view of the grave physical 
conditign of the patient, the entire group of antibiotics 
and chemotherapeutic agents had been tried without 
benefit to the patient. Throughout the course of his ill- 
ness the temperature rose to 103° in the afternoon and 
evening, and dropped to 100° in the morning. It was 
remarkable to note the lack of generalized adenopathy 
or splenomegaly up to the end of December. This state 
was, however, abruptly changed, when on January 2, 
1953, he began complaining of pain and swelling of the 
right calf and thigh; this was associated with marked 
swelling and somewhat tender inguinal nodes; there was 
tenderness over the long saphenous vein and a positive 
Homans sign. On January 3, there was generalized 
cedema of the right leg from the toes to the groin. This 
was apparently due to obstruction of venous back flow 
secondary to saphenous obstruction with added thrombo- 
phlebitis. The adenopathy subsided over the next few 
days, with coincidental partial disappearance of the 
swelling. The patient was well enough to be discharged 
by January 10. 


LABORATORY DATA 


November 17, 1952—Hb. 88%; R.B.C. 4,800,000; 
W.B.C. 16,750—58% of which are “Downey type” cells— 


no eosinophils. 
November 27, 1952—W.B.C. 14,700—22% of which 


are “Downey type” cells. 

December 10, 1952—Hb. 73%; W.B.C. 11,550—a few 
atypical lymphocytes with eosinophilia 15%. 

December 18, 1952—W.B.C. 13,350—a few atypical 
lymphocytes with 12% eosinophils. 
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December 30, 1952—W.B.C. 10,150—a few atypical 
lymphocytes with 4% eosinophils. 


The heterophil antibody test was positive, agglutina- 
tion at 1 in 640; after guinea-pig adsorption test, nega- 
tive, agglutination at 1 in 40. Pleural fluid culture was 
negative; sputum culture revealed a heavy mixed 
respiratory flora with no pathogens. Serology was nega- 
tive, urine showed a trace of albumin on two occasions. 


COMMENT 


This case is presented to illustrate an unusual 
manifestation of the disease state called infec- 
tious m@nonucleosis. The presence of “Downey 
type” cells and the positive heterophil antibody 
test left no doubt as to the diagnosis. The eosino- 
philia is difficult to explain, but may possibly be 
due to an allergic response to one of the many 
antibiotics, which were used in the course of 
the disease. I cannot attribute any abrupt re- 
sponse to any of the antibiotics used, which in- 
cluded penicillin, streptomycin, aureomycin, and 
terramycin, The swelling of the right lower 
limb was due primarily to obstruction of the 
venous back flow, and the associated stasis, high 
fever and dehydration resulted in the thrombo- 
phlebitis. 
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laboratory Notes 





RECTAL SUPPOSITORIES FOR 
INFANTS AND CHILDREN* 


J. C. RATHBUN, M.D., F.R.C.P.[C], 
London, Ont. 


In Ocroper, 1953, Banner’ published a report 
on the use of a new suppository to replace 
enemata in the puerperium. It was suggested 
that these might be of some value for children, 
because the struggle and terror of an enema 
often produces undesirable strain on both pa- 
tient and staff. 


*From the Departments of Pediatrics and Medical Re-~ 
search, University of Western Ontario, London, Ont. 
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Accordingly, a suppositoryt was developed, 
smaller than the original one described,’ using 
a polyethylene base of sufficiently high melting 
point to stay unmelted in hot weather. 


Each suppository contains: 


Sodium bicarbonate ............ 0.154 gm. 
Sodium biphosphate ............ 0.190 gm. 
A quaternary antiseptic ........ 0.0005 gm. 


Polyethylene glycol ............ 


Stoichiometric calculation shows that these 
suppositories, when moistened in the rectum, 
release about 40 c.c. of CO,. Attempts to collect 
and measure the CO, produced, using a gaso- 
meter, reveal a much smaller volume of avail- 
able CO,, due to the great solubility of this gas 
in water. A similar condition must exist in the 
rectum, and it is estimated that about 25 c.c. of 
gas is available to act as a stimulant. 

These suppositories have been in use in the 
hospital for the past six months and appear to 
be effective in about 70% of patients. The re- 
sults are more effective than those of the fre- 
quently employed glycerin suppository and 
appear to be nearly as satisfactory as those of 
the tap water enema. Failures are usually due to 
hard fecal impaction; the established methods 
of disimpaction are then required. No untoward 
reactions have been noted in their use, although 
we expected some colic due to the fairly large 
amounts of gas released in infants. 

The suppositories were inserted by the nurse, 
using a gloved finger. No lubricant was found 
to be necessary. It is important to ensure that the 
suppository is placed well above the anal 
sphincter or it will be expelled without results. 

These suppositories have been found more 
satisfactory than the original formula of Banner 
because the higher melting point, achieved with 
suitable polyethylene glycols, allows them to be 
carried in the physician’s bag without fear of 
their loss by melting. The advantage of their 
use at home lies in the situations where laxatives 
are dangerous and an enema is difficult in un- 
skilled hands. In hospital, the saving of time and 
trouble to our nursing staff has won their ap- 
proval. 


CONCLUSIONS 


1. A new suppository for infants and children 
has been developed which will adequately re- 
place enemata in most instances. 

2. This method reduces the discomfort and 
struggle usually associated with an enema in a 
child. 

3. Much time and stress upon nursing person- 
nel is saved. 
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Canada Pharmacal Co. Ltd., London, Ont., under the 
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Twice A MontTH 


Beginning with this issue, the Journal of the 
Association is to be published twice a month. 
The change from the monthly form has been 
made only after careful consideration, and 
naturally will involve increases in staff and costs. 
We feel, however, that the time has come to give 
our members the advantages of more frequent 
publication. Other Commonwealth countries, 
such as South Africa and Australia, have achieved 
weekly publication of their national medical 
journal, but the transition from monthly to 
weekly appearance is a very great and costly 
one; prudence dictates a less drastic change in 
policy, hence the decision to publish twice a 
month. 

What are the advantages? In the first place, 
it will be possible to pass original articles and 
case reports through the press more quickly, and 
thus satisfy the wishes for early publication of 
those who present original work for our informa- 
tion. In the second place, it will be possible to 
keep members more closely in touch with the 
affairs of the Association, and to print news 
rather than history. 

But the conveyance of news to a journal's 
readers is not a one-way matter. Unlike the more 
sensational and less factual magazines, the Asso- 
ciation Journal cannot manufacture its own news. 
It can only transmit to its readers the information 
it receives from outside. It is clear that the need 
for faithful contributors and correspondents will 
be greater than ever. It is not necessary to devote 
long hours to composition. If you have a view- 
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point that you think worth sharing with your 
colleagues, write a note to the Editor. Our friends 
from the United Kingdom write to their journals 
on the widest range of topics, and the results 
are often very entertaining. There is no reason 
whatsoever why our membership cannot provide 
just as stimulating entertainment for us. 


On REHABILITATION 


There are few subjects more appropriate for 
consideration at the beginning of a new year 
than rehabilitation. Perhaps its immediate object 
is the restoring of what has been lost or im- 
paired. But in a sense there is a newness about 
rehabilitation, not only because of the compara- 
tively short time within which its value has come 
to be recognized, but because it is able to bring 
new life to many who otherwise would face only 
inertia and misery, 

Then too there is its remarkable but very 
natural expansion. It no longer is the concern 
of one or two groups or professions but is recog- 
nized as having wide socio-economic implica- 
tions. An excellent symposium has _ recently 
brought out this very impressively... At this 
meeting of the South African Medical Congress 
(June, 1954) commerce and industry were 
brought together with medicine. A resolution was 
adopted urging the Government of South Africa 
to establish a National Rehabilitation Council 
with the following functions: to co-operate with 
commerce and industry; to advise on national 
rehabilitation policy in respect of physically and 
mentally handicapped, and on practical methods 
of correlation of State and voluntary effort; to 
point out gaps in the present system; to en- 
courage research and social services; to advise 
on legislation. As a result, the Minister of Labour 
has decided to establish such a Council. 


Many interesting points were brought out in 
the symposium. One speaker on the industrial 
aspects of the subject stressed the difficulty of 
differentiating employment of which the object 
was rehabilitation from normal industrial em- 
ployment. He said: “Like talents and abilities, 
handicaps or disabilities are present in all 
human beings in widely varying degrees, and 
in the long run it is the relationship between 
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the capacities of the worker and the require- 
ments of the job which determines whether the 
incumbent suffers from a handicap.” “Outstand- 
ing mental ability may even be a handicap in 
the performance of a particular task.” He also 
mentioned that rehabilitation may be needed 
because of a long spell of unemployment, with- 
out actual sickness. 

It was pointed out, however, that while a com- 
prehensive approach to the matter was needed 
overlapping of work should be avoided. General 
hospitals, hospitals for the chronic sick, children’s 
hospitals, neuro-psychiatric hospitals, sanatoria, 
municipal health clinics and outpatient depart- 
ments were all doing work, the responsibility 
for which lay with the Department of Health, the 
Department of Pensions, the Department of 
Social Service, the Provinces and the munici- 
palities. 

This, however, should not be taken to mean 
that it is a public health problem alone. As has 
been said, 


“State and national planning is of little value unless 
it bears fruit in the form of action in the communities 
across the land, for that is where our handicapped people 
live, where rehabilitation is done, where jobs are found.” 
(Switzer and Rusk.?) 


And the hard, detailed, persistent task of re- 
habilitation itself must depend on many skilled 
people; on the doctor, above all the general prac- 
titioner; the physiotherapist; the speech therapist; 
the occupational therapist; and so on. 

We look for much greater expansion in the 
field of rehabilitation. Education of physicians 
and of the public in the aims and accomplish- 
ments of physical medicine and general rehabili- 
tation is still needed, however. John Galsworthy, 
speaking shortly after the close of the first Great 
War, said: 


“A niche of usefulness and self-respect exists for every 
man however handicapped, but that niche must be 
found for him. To carry the process of restoration to a 
point short of this is to leave the cathedral without the 
spire. To restore him and with him the future of our 
countries, that is a sacred work.” 


He was speaking of the wounded, but what 
he says is equally applicable to the large and 
growing section of our population whom re- 
habilitation can benefit. 


1. South African M. J., 28: Aug. 21, 1954. 
2. Doing Something for the Disabled: Public Affairs 
Pamphlet, No, 197. + 
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Editorial Comments 


HYPERINSULINISM AND ISLET-CELL ADENOMA 


In a recent article, Black et al.’ review the 
symptomatology of hyperinsulinism and describe 
some interesting cases. They discuss first the 
symptoms of sweating, trembling and general 
weakness without impairment of consciousness 
which are thought to be due to excess liberation 
of adrenaline in response to fall in blood sugar 
level. They continue with a discussion of the 
effects on the central nervous system which are 
thought to be due to the low blood sugar level. 

The cerebral manifestations may consist of con- 
fusion, major seizures and prolonged coma. The 
authors comment on one of their patients who 
had an impairment of memory with apathy and 
change in personality for some time; it is of in- 
terest that, after removal of an islet tumour, her 
mentality returned to normal and she returned 
to work as a school teacher. This same patient 
also developed a left-sided hemiplegia which 
never completely recovered. Lawrence et al.? 
studied the pathological changes in the brain in 
six fatal cases of hypoglycemia. They found 
widespread necrosis of brain cells similar to that 
found in anoxia. The present authors’ comment 
that focal neurological changes might be due fo 
vascular factors, because otherwise bilateral signs 
from the effects of hypoglycemia might be ex- 
pected. 

Whipple’s’ triad is well known but the present 
authors have some observations of interest to 
make. They mention that the blood sugar level 
may rise above 50 mgm, per 100 ml. while the 
patient is still comatose; they also state that, in 
spite of intravenous glucose infusion, recovery 
may be very slow, even up to 48 hours if the 
patient has had a severe and prolonged reduc- 
tion in blood sugar level. The authors, however, 
point out that in their cases the hypoglyczemia 
was spontaneous (as distinct from attacks evoked 
by fasting measures), They conclude that the 
most useful confirmatory diagnostic test is to 
make the patient fast for from 12 to 24 hours; 
in these circumstances Whipple’s triad holds 
good, Glucose tolerance tests are of less value 
in islet-cell tumours than is the fasting test. 


W.F.T.T. 


. Buack, K. O., CorsBett, R. S., Hosrorp, J. P. Anp 
ALDREN TURNER, J. W.: Brit. M. J., 1: 55, 1955. 


. LAWRENCE, R. D., MEYER, A. AND NEVINS, S.: Quart. 
J. Med., 11: 181, 1942. 


WHIppte, A. O.: J. Int. Chir., 3: 237, 1928. . 
. Idem: Surgery, 16: 289, 1944. 
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DISREGARDED RADIATION DANGERS 


Various radiation techniques used by laymen 
without medical control have been shown to be 
a definite hazard. Norman Lenson! has recently 
commented on the dangers of the “tricho” treat- 
ment for the removal! of superfluous hair: in this 
system the treated part is exposed to a machine 
alleged to use short vibratory waves (0.3 of an 
Angstrom unit) intended to dry up the dermal 
papillze. Such radiation produces both acute and 
chronic radiodermatitis, the latter being charac- 
terized by pigmentation, depigmentation, tel- 
angiectasia, cicatricial wrinkling, atrophy, kera- 


tosis, ulceration and neoplasia which occur many ..: 


years after exposure. The author describes a 
woman who first started to take “tricho” treat- 
ment in 1923 when she received weekly treat- 
ments for approximately three and a half months: 
after her last treatment she noted pigmented 
“spots” but discoloration was not permanent till 
1930. When examined in 1953 she was found to 
have an indurated ulcer over the chin which had 
been previously depilated; this ulcer was later 
found to be a squamous-cell carcinoma. Lenson 
considers that this tumour was produced by 
radiation, and he comments that it was the tragic 
outcome of indiscriminate and injudicious use of 
radiation therapy. Similar cases have been re- 
ported by other authors after tricho x-ray ther- 
apy, and it is apparent that such treatment is a 
definitely hazardous one. 

Williams? had shown in a series of studies 
that measurements on shoe-fitting fluoroscopes 
show foot dosages of radiation varying from 0.5 
to 5.8 r per second, that wall leakage may range 
from 3 to 60 mr per hour and that scattered 
radiation amounts to more than 100 mr per hour 
at distances up to ten feet from the unit. Hempel- 
man’ in commenting on Williams’s figures sug- 
gested that injury to either the epiphysial carti- 
lage of the foot or the skin of the foot is un- 
likely after a single exposure to shoe-fitting 
fluoroscopy except under the most undesirable 
conditions; he thought that several fittings within 
a day or two might conceivably lead to epi- 
physial damage in children or to skin damage in 
children or adults. Repeated fluoroscopy of the 
foot by improperly regulated machines from 
early childhood to the age of normal closure 
of epiphyses could result in foot deformities and 
even in permanent skin damage. The same 
author also cites injury to the blood-forming 
organs of store employees as a possible conse- 
quence of the misuse of shoe-fitting fluoroscopes. 
It is important therefore that there should be 
proper shielding of shoe-fitting fluoroscopes, and 
that both users and store employees should be 
educated in the dangers involved in misuse of 
these machines; conspicuous warning signs on 
each machine should help to educate the public 
to the dangers of too frequent use of x-ray tech- 
niques for shoe fitting. Wheatley‘ in a recent 
editorial has pointed out that there is no évi- 
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dence that the use of such machines aids in 
accurate shoe fitting, for the visualization of the 
soft parts is usually quite poor and the inter- 
pretation of the view is made by a salesman. 
Evidence of the danger of cumulative doses of 
x-rays is constantly increasing, and as proof of 
the usefulness of x-ray shoe fitting is lacking, the 
pediatrician is justified in strongly advising 
parents to refuse to permit the use of these 
machines when buying shoes for their children. 

Nolan and Patterson> have recently com- 
mented on the radiation hazards from the use of 
dental x-ray units. They made a radiation survey 
on six dentists’ offices, which presented hazards 
in a greater or lesser degree to dentist, tech- 
nician and receptionist. The authors point out 
that the presently accepted tolerance dose of 
x or gamma radiation is 0.3 r per week, specifi- 
cally excepting possible genetic effects; in their 
investigation of dentists’ offices they found one 
technician had been exposed to a dose in excess 
of 5 r, or more than seventeen times the maxi- 
mum permissible weekly exposure, while in 
another office the receptionist was exposed to 
more than 0.04 r per hour. The authors suggest 
that all dental offices should be routinely moni- 
tored to prevent development of a radiation 
hazard, and they remark on the dangers to the 
dentist if he holds a film in position while making 
an exposure. In discussing the hazard to the pa- 
tient who has a “full mouth” x-ray examination, 
the authors point out that the amount of radia- 
tion depends on the energy of the x-rays, the 
focal distance, the amount of filtration, the 
amount of current and the total time of exposure: 
apparently the amount of filtration is very im- 
portant, but in many instances no filtration is 
used with dental equipment, and this increases 
the dose tremendously. The authors also investi- 
gated thirty-two dental units, and found that a 
considerable amount cf radiation is absorbed by 
the patient during dental x-ray examinations; 
signilloant blood changes have been observed in 
patients exposed to “full mouth” radiography, 
and exposure is in fact not limited to the area 
being radiographed but extends over a much 
larger area of jaw and neck. They suggest that, 
in view of the dangers of radiation, patients 
should be questioned by the dentist about 
previous x-ray examinations of any nature, since 
it is now thought that ionizing radiation of all 
types has a cumulative biological effect. The 
authors conclude with a note that all dental units 
should be equipped with proper filtration. 

It is apparent that some x-ray techniques are 
taken too lightly by the public and profession, 
and that the hazards of radiation may be quite 
innocently increased. W.F.T.T. 


. LENSON, N.: New England J. Med., 250: 952, 1954. 
2. WILLIAMS, C. R.: New England J. Med., 241: 333, 1949. 
‘ Saas. L. H.: New England J. Med., 241: 335, 
1949, 
. WHEATLEY, G. M.: Pediatrics, 11: 189, 1953. 
s meer ake AND PATTERSON, H. W.: Radiology, 61: 
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Our PRINTERS 


The world of journalism may be likened to the 
world of the theatre. On the stage are the prin- 
cipal performers, the contributors of original 
articles, with a chorus of writers of news para- 
graphs. In the orchestra pit are the editorial staff. 
The editor’s name, like the conductor’s, may or 
may not be known to the readers. Behind the 
scenes are the printers, the unseen persons with- 
out whom the show could not go on. The public 
usually only acknowledges their presence when 
something goes wrong; the only noun generally 
known in connection with their work is the 
“printer’s error’ —often more justly attributable to 
the author or his publisher. 
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1955) of the twice-a-month Journal was printed 
in their new $5,000,000 plant on the 34-acre site 
in Weston, Ont. 

This new Murray plant, just completed, will 
replace the present letter-press facilities at 192 
Spadina Avenue and the rotogravure plant of its 
wholly-owned subsidiary, Canadian Gravure Ltd., 
now situated at 1244-Dufferin St. The new com- 
bined operation of letterpress and gravure facili- 
ties will be known as Murray Printing & Gravure 
Ltd. 

The new one-storey, air-conditioned building 
is some 200,000 square feet in area, not including 
train-loading dock areas, platforms and _ boiler 
house. Facilities are provided for some 650 em- 
ployees, and provision has been made for a 





We are glad, therefore, to have an opportunity 
to tell our readers something about our printers, 
who form an integral part of Canadian medicine. 
The Murray Printing Co. Ltd. has printed our 
journal right from the start. The first issue ap- 
peared in January 1911, published by Morang 
& Co. Ltd., Toronto, and was a 7 x 10 inch book- 
size production of 108 pages, with six pages of 
advertising. Some difficulty with the publishers 
caused the Canadian Medical Association to 
undertake publication soon afterwards, the 
Murray Printing Company continuing as printers. 
From this initial effort growth was rapid and 
continuous, and the November 1954 issue was a 
222 page book and cover, with 111 pages of ad- 
vertising with 43 pages in colour, and with many 
more words of text per page than in 1911. 

The growth of the Murray Printing Co. Ltd. 
has been consistent with the development of the 
Journal. Started as the Murray Printing Company 
in 1893 by the late James Murray, this 60-year- 
old enterprise has a long history of successful 
operation and growth. The first Journal was 
printed in the Murray plant in the old Globe 
Building at Jordan and Melinda Streets. The 
plant has moved twice; it moved to 192 Spadina 


Avenue in 1922, and the first issue (January . 


cafeteria to serve 400 people at one sitting. The 
plant will be unique in Canada and complete in 
itself, providing its customers with a combination 
of letterpress and gravure printing, including 
typesetting, electrotyping, job pressroom, rotary 
pressroom, rotogravure pressroom and a complete 
bindery. 

The C.M.A. Journal was originally published 
“as a medium for the expression of all that is 
best in Canadian medicine.” With the continued 
and invaluable co-operation of its printers in their 
new home, we hope that our Journal will con- 
tinue to strive after the aspirations of its founders. 





THE FUTURE OF SURGERY 


If perfect surgeons are so rare, might not the way 
to future improvement in surgery be in syndication, just 
as in evolution various creatures, by combining in packs, 
flocks, hives, or colonies, have been able-to survive and 
flourish where as individuals they would have perished? 
Most surgeons believe in their innermost hearts that 
combined operations would lead to better work.—Sir 
Heneage Ogilvie, Brit. M. J., 2: 1435, 1954. 
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GENERAL PRACTICE 


DEPARTMENT OF GENERAL 
PRACTICE IN A LARGE 
CITY HOSPITAL 


IRA POLLOCK, M.D. AND 
C. B. SOLURSH, M.D.,* Toronto 


In SEPTEMBER 1953, the New Mount Sinai Hos- 
pital in Toronto, a 406 bed general hospital, 


‘opened its doors to the public. Our enlightened.. 


Hospital Board of Directors and Medical Ad- 
visory Council, recognizing the important con- 
tribution of the general practitioner to the health 
of the community, provided for the establish- 
ment of a Department of General Practice in 
the hospital constitution. This provision con- 
formed with the recommended hospital by-laws 
which were prepared, as a basis for staff organi- 
zation for intermediate and larger hospitals, by 
a committee of the Ontario Medical Association, 
and were approved by the Department of Health 
of the Province of Ontario, Our Board of Direc- 
tors, Medical Advisory Council, and active staff, 
have shown a splendid co-operative attitude in 
developing this new department. 

A lay board of 55 members is responsible for 
the business administration of the hospital. The 
medical administration is the responsibility of a 
Medical Advisory Council, consisting of the 
chiefs of every department and three elected 
officers of the medical staff society, Four mem- 
bers of the Medical Advisory Council act as 
liaison with several members of the Executive 
Committee of the Board of Directors as a Joint 
Conference Committee. This committee may in- 
itiate medical policy, but final decisions rest with 
the Board of Directors. (At the present time, one 
of the authors is a member of the Joint Con- 
ference Committee. ) 

The total hospital medical staff consists of 222 
physicians, of whom 84 are general practitioners. 

The Department of General Practice is com- 
prised at present of two co-chiefs, one member 
of the consultant staff, 10 senior clinic physicians, 
19 junior clinic physicians, 23 adjunct clinic 
physicians, and a group of 29 courtesy staff. All 
the members have equal privileges with the rest 
of the active staff in obtaining hospital bed ac- 
commodation for their private patients. How- 
ever, when hospital occupancy is high, the cour- 
tesy staff cannot always obtain standard ward 
beds (pay public beds). 

Eligibility for membership in the Department 
of General Practice did not pose a great prob- 
lem. We believe that a good general practitioner 
should be concerned with the total care of the 


*Co-Chiefs, Department of General Practice, New Mbunt 
Sinai Hospital, Toronto, Canada, 
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patient, and every doctor who does not limit his 
practice to a particular field of medicine or sur- 
gery may be classified as a general practitioner. 
The procedures in appointment to the general 
practice staff are rigidly adhered to. The ap- 
plicant is required to fill out a comprehensive 
form setting forth his educational background 
and the facts with respect to his internship, 
residency, and postgraduate work. He is also 
required to provide the names of three physi- 
cians in good standing as references for his pro- 
fessional qualifications, proficiency, and ethics. 
The application is evaluated by a credentials 
committee and referred for further consideration 
to the Department of General Practice, and, 
from this point, to the Medical Advisory Council. 
Final approval must be obtained from the Board 
of Directors. As a result of this careful scrutiny, 
some of the applicants have not been considered 
acceptable. 

The major responsibility of the Department of 
General Practice is to staff the general medical 
clinic in the out-patient department, which is 
exceedingly active; it is made up of the general 
medical clinic and twenty-five different specialty 
clinics, The patient attendance has grown steadily 
each month from 859 in September 1953, to 2,147 
in June 1954, 

All patients coming into the out-patient de- 
partment for the first time must be seen in the 
general medical clinic, where a full history, physi- 


cal examination, laboratory procedures, and 


recommended treatments are entered on the 
patient’s chart, This clinic is open every morn- 
ing of the week. The staff has been divided so 
that an average of seven general practitioners 
are in attendance each morning. A senior clinic 
physician is in charge and has under him junior 
and adjunct clinic physicians. Each group serves 
one day of the week. 

Our senior clinic physicians are men of con- 
siderable experience in practice with a keen in- 
terest in postgraduate work, a willingness to 
guide and teach, and ability to obtain the co- 
operation of medical associates. The juniors and 
adjuncts should have similar objectives. 

It is the responsibility of the senior clinic 
physician to see that patients receive proper 
attention. All problem cases are discussed with 
him. He must approve expensive investigations 
such as x-ray studies, as well as referrals to the 
specialty clinics. This serves to provide a check 
on costly investigative procedures, and prevents 
a waste of man-power in the specialty clinics. 
The clinics are staffed by specialists, all of whom 
must now be certified. 

Opportunity is provided for all members of 
the Department of General Practice to serve in 
the various specialty clinics in the out-patient 
department for four months at a time. Each man 
designates his choice of clinics. Every effort is 
made to respect his choice, but preference is 
given to those who have been most diligent in 
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their work and attendance. A careful note is 
made of each man’s attendance record in the 
clinic and at monthly staff meetings (80% 
attendance is obligatory). Attendance has been 
excellent on the part of the majority of men. 
Only one man in the past year has had to be 
disciplined by suspension of his private bed 
privileges; this measure was effective in obtain- 
ing his co-operation. 

The Department of General Practice holds 
regular monthly staff meetings at which a 
secretary keeps minutes and attendance records. 
The meetings consist of interesting case reports, 
usually from the out-patient department, scien- 
tific papers, or panel discussions of topics that are 
of practical interest to members of our staff. 
Members of the specialty staff are invited to dis- 
cuss case reports. All deaths in the hospital dur- 
ing the previous month of patients attended by 
general practitioners on the staff are reviewed. 
Business and directives relating to the function 
of the Department are thoroughly discussed and 
voted upon. 

The Department of General Practice has 
undertaken to administer and look after the 
employee health service, which is responsible 
for the care of more than 600 people. All em- 
ployees are thoroughly examined within three 
months of commencing work in the hospital. Any 
subsequent illnesses are attended to in the gen- 
eral medical clinic, and referred to specialty 
clinics where indicated. , 

The Department of General Practice will help 
provide medical services for the new 87 bed 
Baycrest: Hospital specializing in diseases of the 
aged. The details are now being arranged. 

Our hospital provides numerous opportunities 
for the gene:.‘ practitioner to obtain post- 
graduate education. The specialty departments 
hold frequent scientific meetings and daily ward 
rounds, at which all the general practitioners are 
welcome. Staff clinical society meetings and 
clinical-pathological conferences occur monthly. 

The specialty staff members benefit from the 
contact with general practitioners in the hos- 
pital atmosphere. When the patient requires con- 
sultation with the specialist, the hospital staff 
specialist is likely to receive preference. This in 
turn has brought about a noticeable change in 
attitude on the part of our specialist confréres. 
It has resulted in a lessening of the tendency for 
medical class distinction. The patient has bene- 
fited from the closer contact between his family 
physician and the consultant working in the 
same hospital. 

The general practitioner on the staff has 
private bed privileges (as mentioned previously). 
He makes an important contribution to hospital 
bed occupancy and patient attendance in the 
clinics. 


We are permitted at present to take into the 
hospital and treat all medical cases, including 


~ 
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pediatric. In all other fields we are limited; in 
some specialties to a minor extent, and in others 
to a greater degree. In obstetrics, all normal 
deliveries, including low forceps and episiotomy, 
are permitted. Other procedures and abnor- 
malities require a consultation with a certified 
obstetrician (free of charge if the obstetrician on 
call for the day is desired). In surgery and gynz- 
cology, we are limited to only minor procedures, 
and are not permitted to perform such opera- 
tions as appendectomy, hernia repair, or dilata- 
tion and curettage. 

At the present time we are not permitted to 
do tonsillectomies, although a change is under 
consideration for those of our staff who have 
shown ability in this field. In anesthesia, during 
the past year several capable members of the 
Department of General Practice have been per- 
mitted to give, to their own patients, anzesthetics 
of a more complicated nature than is permitted 
the rest of the Department of General Practice. 

This concept of granting privileges in the 
specialty fields to the general practitioner who 
has shown capability, through his training and 
experience, has been our guiding principle from 
the inception of the department. We feel that 
progress has been made, but there is more to be 
accomplished. 





MEDICO-LEGAL 
SO ITS CHEAP TO WIN! 
T. L. FISHER, M.D.,* Ottawa 


ONE REMARK cOmmonly made to the Canadian 
Medical Protective Association is that a doctor 
needs an organization behind him when he has 
done something wrong, but that if he has not 
and wins his case he needs no help. The fact is 
that it may be nearly as costly to defend oneself 
successfully as to lose a suit. Here is an example. 

In 1952 a fifty-eight year old school-teacher 
was admitted to hospital for the treatment of 
obstipation. She was markedly dehydrated and a 
continuous intravenous solution of 5% glucose 
in saline was ordered. It was given steadily with- 
out any difficulty from early afternoon until 
10.30 p.m. the next day. Other methods of treat- 
ment of the obstipation having failed, her doctor 
ordered that she os given 5% saline solution. In 
that hospital most intravenous drips are started 
by a member of “the blood team”, a group of 
specially trained, highly skilled nurses. The 5% 
saline, Sanitiven: was not available during the 
day when it was ordered and was not actually 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation. 
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ready for administration until 10.30 p.m. when 
the blood team had gone off duty. It was started 
by an intern. Some pain was felt from the be- 
ginning and by 1.00 a.m. the next morning the 
patient was complaining bitterly of pain in the 
arm. When an intern finally reached her he 
stopped the intravenous infusion but by the next 
morning the patient was indignant that no one 
had been called sooner to deal with her difficulty. 

The next morning there was slight swelling 
near the wrist, the site of injection, and a more 
extensive and acute area just distal to the cubital 
fossa. 


Prompt bowel movement resulted from the use ~ 


of the 5% saline and subsequent careful investi- 
gation revealed no organic cause for the obstipa- 
tion. An emotional disturbance present previ- 
ously, perhaps a partial explanation of the 
patient’s resentment, was much worse during 
the time the forearm was sorest. There is no 
doubt it was sore; from just below the cubital 
fossa, an area 2” x 4” was red, tender, swollen 
and produced so much disability that the patient 
remained in hospital a little more than a month. 
The last few days she remained at her own wish 
because she proposed to take legal action against 
the hospital for what she considered to have 
been negligence. By the time she was ready for 
discharge the area had decreased to about 1” by 
34,” in size but it was stil] soft and painful though 
function was fair. 

Less than a month later the patient fell and, 
in the same wrist, produced a linear fracture of 
the radius which had to be treated by immobili- 
zation in plaster splints, thereby, of course, 
bringing to an end the physiotherapy that had 
been begun. Two months later, when the splints 
were off, the swelling and redness had dis- 
appeared but there was definite functional dis- 
ability. 

At first it seemed that the doctor would not 
be involved in the patient’s threatened action; 
his treatment had been proper, his orders 
properly written and the trouble seemed to be 
wholly one relating to hospital management. 
However, when the writ was issued, for tactical 
reasons the doctor, as well as the hospital, was 
named a defendant. 


The more the medical aspects of the complaint 
were studied the more certain it seemed that the 
doctor was blameless. At the examination for 
discovery several things seemed to be accepted 
as facts and some were confirmed by the plain- 
tiffs own testimony. His orders had been reason- 
able and had been correctly written; it was 
learned there had been pain from the beginning 
of the first intravenous infusion and that the pain 
became worse as soon as the administration of 
hypertonic saline was begun; there was confirma- 
tion of the fact that the vein had been entered 
near the wrist but that the red, swollen area 
was in the upper forearm. 
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The case reached trial in April 1954. The facts 
as they appeared in the examination for discovery 
were confirmed; evidence was given of the effect 
of 5% saline on the tissues. By one medical 
witness for the plaintiff it was said that such 
damage would have to be within one-quarter 
inch of the point of injection, that such solutions 
in his hospital were always ordered with special 
safety instructions and that throughout their 
administration a nurse was present constantly; 
this evidence seemed largely nullified, however, 
when it became known that no trained tech- 
nicians were available in his hospital nor were 


‘ there any interns. The taking of evidence from 


the plaintiff and her witnesses continued for five 
days at the end of which the trial judge felt that 
the plaintiff had not proved her case. He sug- 
gested that an arrangement be reached between 
the parties whereby the action could be dis- 
missed with costs against the plaintiff but that 
the defendant-doctor agree not to collect the 
costs and the plaintiff give an understanding not 
to appeal the judgment. 

Part of the reason the action was directed 
mainly against the doctor was that it was not 
begun until after the Statute of Limitations 
might have barred any action against the hos- 
pital, the Statute of Limitations being six months 
for the hospital and one year for the doctor. This 
question remained in doubt throughout the whole 
trial with the result that counsel for the plaintiff 
directed his main effort against the doctor, to 
whom no defence of limitations was available in 
this case. As it turned out, the trial judge found 
at the conclusion of the trial that the Statute of 
Limitations did not operate in favour of the hos- 
pital in the circumstances of this case, but before 
this finding was made the doctor had been faced 
with very complete and searching evidence in an 
effort to find him negligent. Such efforts were 
unsuccessful and at the end of the trial the 
doctor was fully and completely exonerated. 

However, in a case where from the beginning, 
medically speaking at least, no fault could be 
found with the doctor's work and in which he 
was fully vindicated in court, the costs he would 
have had to pay if he had had no protective 
organization supporting him were $3,137. So it’s 
cheap to win! 


Dignified old gentleman in urological ward: “You 
know, Doctor, I was really worried before the operation. 
I thought I had a Casanova of the prostate.” 
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MEDICAL ECONOMICS 


SOCIAL ASSISTANCE MEDICAL 
CARE PROGRAMMES IN CANADA* 


MALCOLM G. TAYLOR, Ph.D., Toronto 


THE PROBLEM of providing medical and hospital 
care for the needy in contemporary society is one 
of increasing magnitude and complexity. It arises 
from the inter-relation of poverty and illness, the 
rapidly increasing industrialization and urbaniza- 
tion of our society, the inadequacy of family 
resources of a largely wage-earning population, 
the gradual ageing of our population, and the 
increased costs of modern standards of medical 
care. 

The provision of organized programmes of 
medical care for the needy has been handicapped 
by the tradition of the Elizabethan Poor Law of 
1601, which placed upon local governments the 
burden of caring for their own sick-poor. The 
effect of this tradition is to place an inequitable 
financial burden on municipalities that are least 
able to bear it and to impose the two admin- 
istrative requirements of applying a means test 
each time that service is required, and ascertain- 
ing for each patient the municipality of legal 
residence, which then becomes responsible for 
payment. The ramifications of this Poor Law 
tradition are such that a colleague was recently 
moved to exclaim, “Would that we could have 
celebrated the accession of Queen Elizabeth II 
by abolishing the Poor Law of Elizabeth I!” Un- 
fortunately, it has not yet come to pass. 

The municipalities have not been without some 
assistance in meeting these responsibilities, how- 
ever, for practically every province in Canada 
has evolved some system of grants to hospitals, 
usually calculated on a patient-day basis and 
which, whether expressly related to indigent care 
or not, in fact materially assist hospitals to over- 
come any deficit arising from the provision of 
indigent care.1 No such system of grants has 
been evolved, of course, to assist in the provision 
of physicians’ services. 

However, beginning in 1933 one province and, 
since World War II, four other provinces have 
established organized programmes of medical 
services which differ from this traditional ap- 
proach in philosophy and in scope as well as in 
the acceptance of transfer of responsibility from 
municipalities to the provincial level of govern- 
ment. 

Of these five provincial programmes, two pro- 
vide limited benefits and three provide a broad 
range of services. The two limited programmes 


*This article is adapted from a paper presented by Dr. 
Taylor before the Medical Care Section of the American 
Public Health Association meeting in New York, November 
13, 1958, and published in the American Journal of Public 
Health, 44: 750, 1954, by whose kind permission it is 
being republished. 
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are those of Ontario, established in 1933, and of 
Nova Scotia, established in 1950. Contrary tc 
the usual definition of “limited benefits”, these 
programmes are restricted to the services of phy- 
sicians in office or home. In Ontario this now in- 
cludes home deliveries, certain laboratory pro- 
cedures, and emergency drugs. Medical and 
surgical care in hospital continues to be pro- 
vided as before, with the hospital administering 
a means test at the time service is obtained. 

The three comprehensive public medical care 
programmes are those of the three westernmost 
provinces—Saskatchewan, Alberta, and British 
Columbia. These are the provinces that have also 
established government-sponsored hospital care 
programmes for the general population. These 
three comprehensive programmes are practically 
identical in range of services which include medi- 
cal, surgical, and obstetrical services in office, 
home, or hospital; hospital care; dental care in 
Alberta and Saskatchewan; all necessary drugs 
in Saskatchewan and British Columbia; and an- 
cillary services of optometrists, physiotherapists, 
and private duty nurses. 

Although each of these programmes warrants 
much fuller treatment than is possible within the 
limits of an article of this type, the salient fea- 
tures will be considered under four major head- 
ings. 


BENEFICIARIES 


While the Ontario programme, introduced at 
the low point of the depression, originally 
covered only recipients of general relief, the 
major case loads of all five programmes are com- 
prised of those in receipt of categorical assist- 
ance. In each province, the groups covered are 
typically the following: (1) recipients of Old Age 
Security who pass a means test, (2) recipients of 
Old Age Assistance, (3) recipients of Blind Pen- 
sions, (4) recipients of Mothers’ Allowances, and 
(5) recipients of public assistance to unemploy- 
ables. 

In Nova Scotia the programme originally 
(1950) included those in receipt of Old Age 
Pensions, but in 1952 when the federal govern- 
ment introduced the universal pension for this 
group, the provincial government withdrew the 
benefits from it, leaving in the programme only 
those receiving Mothers’ Allowances and Blind 
Pensions. In Table I the types and numbers of 
beneficiaries in each programme are sum- 
marized. f 


ADMINISTRATIVE AGENCY 


The pattern established in 1935 by the Ontario 
Government for the administration of physicians’ 
services has been followed by the other provinces 
excepting Saskatchewan. The Ontario govern- 


It should be noted that in compiling the data relating to 
these five programmes, it was necessary to obtain informa- 
tion from 11 agencies. In some instances, the data are 
not exactly comparable since some relate to a fiscal year 
and others to a calendar year. 
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ment entered into a contract with the provincial 
medical association for the provision of medical 
care to qualified beneficiaries for a stipulated 
sum of money, to be administered by the asso- 
ciation or its agent. In Alberta the medical 
association office administers the medical activi- 
ties. In Ontario and British Columbia, the asso- 
ciations have set up separate administrative 
agencies with boards composed solely of repre- 
sentatives of the profession. In Nova Scotia the 
programme is administered by the physician- 
sponsored medical care plan. 

In Alberta the. government entered into a 


-similar contract with the dental association for . 


the provision and the administration of limited 
dental benefits, a consistent extension of the 
principle. Consideration was also given to a 
proposal for administration of the hospital 
benefit by the Alberta Hospital Association, but 
because the Alberta Blue Cross Plan had not 


TABLE I. 
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which the association nominates and which the 
government appoints and pays. 

From the point of view of the political scien- 
tist, this practice of handing funds over to a 
private agency for distribution among its own 
members, without government nominees on the 
board, or without even the safeguard of presum- 
ably competing or neutral public interests on a 
representative board, raises some important 
questions about responsible government. Cer- 
tainly, this is not common practice in the ex- 
penditure of government funds. The public 
officials with whom I have discussed this ques- 
tion in each of the four provinces support the 
practice by maintaining that the profession can 
administer the programme better because the 
association can discipline its members more 
effectively than can a government agency. The 
members of the profession, for their part, add to 
this the argument that in fact the programmes 


NUMBER AND TYPES OF BENEFICIARIES, PROVINCIAL SociAL AssISTANCE MepicaL CARE PROGRAMMES, CANADA, 1952 





Old age 
All security and 
beneficiaries assistance 


287,962 195,426 


Programme 


All programmes....... 
Limited 

Nova Scotia 8,479 

154,144 


30,861 
30,800 
63,678 


105,943 
20,584 
24,800 
43,618 


*Fiscal year April 1, 1951, to March 31, 1952. 


Comprehensive 
Saskatchewan*..... 


British Columbia. . . 


Blind 
pension 





Type of beneficiary 


Mother’s 
allowance 
and child 

welfare 


Public 
assistance 


36,046 


Other 
51,607 977 


733 7,746 a 
1,678 24,888 592 


3,906 
21,043 
740 9,537 es t 
800 5,000 200 te 
551 4,506 rie 15,003 


TRecipients of social aid in Saskatchewan are covered in a separate programme. During 1951-1952, 4,242 persons 


were eligible for services. 
tAverage to the nearest 100. 


then been established, the proposal was not 
adopted and the administration of the hospital 
benefits was vested in the Health Department. 
If the principle were to be extended to its logical 
conclusion, drug benefits would be administered 
by the pharmaceutical association, nursing 
benefits by the nurses association, physiotherapy 
benefits by the physiotherapists, and so on. Pre- 
sumably, the added cost of the resulting frag- 
mented and unnecessarily repetitive administra- 
tion would be considered a price to be paid for 
the good will of the professions providing 
services. 

In Saskatchewan the government adopted the 
attitude that this was a programme which it must 
itself administer as a part of the total health 
programme, but it recognizes also the essential 
role of the profession in successful administra- 
tion and it therefore relies for policy guidance 
and for the assessment of accounts on a three- 
member Central Medical Assessment Board 


are inexpensively administered and their admin- 
istration costs appear to support this (Table V). 
Furthermore, since patient complaints are pre- 
sumably a good test of programme satisfaction, 
the record is said to speak for itself, for com- 


plaints of any importance are seemingly non- 
existent. On the other hand, the beneficiaries of 
these programmes are probably the most inar- 
ticulate group of the population and, as the 
services they receive are gratuitous, it is not 
likely that complaints would be made—as they 
would be if the beneficiaries were paying pre- 
miums. 

Whether precedents for the future have been 
established by this pattern is uncertain; it is a 
characteristic of British constitutional develop- 
ment that accepted conventions of tomorrow 
grow out of the exceptional practices of today. 
Certainly, in my opinion, this practice is excep- 
tional: on the one hand, in the lack of direct 
government participation in or supervision of ad- 
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ministration, and on the other, as an expression 
of government confidence in the administrative 
capacity of a professional body. 


One other important issue on which opinion 
seems fairly evenly divided is whether this is a 
health or welfare responsibility. In three prov- 
inces—Ontario, British Columbia, and Nova 
Scotia—it is the Welfare Department that nego- 
tiates the contract with the Medical Association; 
in Alberta, the Health Department makes these 
arrangements, and in Saskatchewan, as has 
been indicated, it is the Health Department that 
administers the programme. 


METHODS OF PAYMENT 


In the payment for physicians’ services in these 
programmes the pattern is uniform. Each govern- 
ment agrees to pay a fixed annual per capita sum 
for all eligible lsecdicherien Each medical asso- 
ciation, on its part, agrees to accept this amount 
as payment in full for all accounts submitted in 
accordance with the official fee schedule. Since 
this amount is, with one exception (Nova Scotia 
since 1952), insufficient to pay all accounts at 
100% of the fee schedule, prorating is resorted 
to (Table IV). Prorating is thus the Procrustean 
bed of medical economics by means of which 
expenditures are made to conform with revenues. 
These per capita payments have been increased 
from time to time, in keeping with the steady 
increase in demand for service and increases in 
fee schedules which, without such increases, 
would have tended to reduce the percentage 
payment of physicians’ fees. 

This method of negotiating a fixed per capita 
amount for the payment of an- indeterminate 
number of services is used only in one other type 
of service, namely, in the provision of the dental 
benefit in Alberta. The government pays to the 
dental association four dollars per year for each 
beneficiary, but the demand for service on the 
part of these beneficiaries, influenced in part by 
the requirement of certain partial payments by 
patients, has in the past fallen short of this 
amount. Procrustes’ bed, for once, was too long. 
In the first four years a surplus in this fund of 
some $60,000 resulted which has been used by 
the dental association for a scholarship fund and 
for lectures by dental specialists. Laudable 
though these purposes may be, I question this 
use of public funds appropriated by the legisla- 
ture for dental care of a specified group in the 
community, particularly when full use of these 
funds for their authorized purpose could easily 
have been achieved by reducing the amount of 
the partial payment required for such services as 
dentures or by otherwise increasing utilization 
of services, as has since been done. Recent ex- 
perience in the Nova Scotia programme suggests 
that they must also face this problem; presum- 
ably either the bed must be shortened or the 
benefits expanded. 
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In all these programmes, as in all payment for 
medical care on a fee-for-service basis, the twin 
problems of review of medical accounts and the 
control of abuses are a challenge to the ingenuity 
and fairness of administrators. One of these pro- 
grammes, that of Ontario, has made a major con- 
tribution to administrative practice by its further 
development of the formula method? which 
assesses each physician’s accounts in accordance 
with the patterns of practice established by his 
confréres, with due allowance for individual 
differences. It has the merit of largely removing 
the personal factor from the task of assessment 
of accounts, but it is probably adaptable only to 
payment for physicians’ office and Same calls, In 
all other professional services in the programmes 
of the western provinces—for example, dental 
services, physiotherapy, and nursing care—pay- 
ment is made in accordance with professional fee 
schedules negotiated specifically for these pro- 
grammes. 

Payment for hospital services is also made 
directly to hospitals by the government adminis- 
trative agency. In both British Columbia and 
Saskatchewan the agency is the provincial hos- 
pital care plan, so that no distinction is made be- 
tween these individuals and self-insured bene- 
ficiaries. Equally important, hospitals are paid 
the same rates for these as for other patients. The 
costs of care are, of course, far in excess of what 
the insurance plan premium income would be, 
so that in both provinces the government pays 
into the hospitalization fund the actual cost of » 
care provided. In British Columbia municipalities 
are required to pay a part of the cost on behalf 
of their municipal indigents. In Alberta hospitals 
are grouped into five categories for payment pur- 
poses, all hospitals in each classification being 
paid on a graduated scale of patient-day charges. 


UTILIZATION AND Costs 


Since the beneficiaries of these programmes are 
characterized by either low income or old age, 
or both, and since these programmes remove not 
only the economic barrier but the barrier of a 
recurring means test as well, high rates of utiliza- 
tion are obviously to be expected. Whether they 
are higher than they need to be is an unanswered 
question. 

Hospital Services—Utilization rates of hospital 
services in two of the three western provincial 
programmes as indicated in Table II are very 
high, particularly when compared with prevail- 
ing rates among the aged in the United States 
as shown recently by the Falk-Brewster studies.° 
The discharge rate in Alberta is 393 per 1,000 
beneficiaries, in Saskatchewan 341 per 1,000; but, 
in British Columbia, only 223 per 1,000. Within 
the social assistance group, of course, the rate 
for those aged 65 and over is much higher. For 
example, the rate in Saskatchewan reaches 403 
cases per 1,000, which comnares with a discharge 
rate of 337 per 1,000 for all persons 65 and over 
in the general population.* Average length of stay 
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is also high, ranging from 14.8 days in Alberta 
to 16.5 in British Columbia and 20.1 in Sask- 
atchewan. The combination of high admission 
rates and prolonged stay results in an unusually 
large volume of care which in 1952 reached 6.9 
hospital days per person per year in Saskatche- 
wan, 5.8 days in Alberta, and 3.7 in British 
Columbia. The high rates in Alberta and Sask- 
atchewan can best be explained by the presence 
of an adequate supply of hospital beds, a short- 
age of doctors in rural areas, a probable lack 
of alternative facilities, and the predominantly 
rural character of those two provinces. British 


Columbia's population is more concentrated in~*’ 


urban centres and its supply of beds somewhat 
more limited. 


TABLE II, 
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by the exceptional volume of hospital care which 
also is reflected in the statistics of physicians’ 
hospital visits, These reach 5,542 physicians’ 
visits per 1,000 beneficiaries in Sealiahulineten and 
4391 in Alberta. However, this pattern is broken 
in British Columbia where the hospital call rate 
is, by comparison, exceptionally low. These data 
do not include surgical care because payment 
for surgery is on an inclusive fee basis. The 
volume of hospital care received by these bene- 
ficiaries in Ontario and Nova Scotia is unknown, 
but it can be safely assumed that it does not 
reach the proportions now characteristic in at least 
two of the western provinces. Because of the 
methods of payment, expenditures for physicians’ 
services are only indirectly related to volume of 





NUMBER AND RatTE or DiscHARGED HospiTat Cases, RELATED PATIENT-Days, AVERAGE LENGTH OF STAY, AND PATIENT- 
Days PER 1,000 BENEFICIARIES, PROVINCIAL SociaAL ASSISTANCE MEDICAL CARE PROGRAMMES, CANADA, 1952 











Discharges 
Average days Days of care 
Programme Number Rate per 1,000 Days of care of stay per 1,000 
Saskatchewan....-.......... 10,709 341 216,476 20.1 6,893 
NR cg, Piva isl catnd 5 ce gus 12,100 393 179,016 14.8 5,812 
British Columbia........... 14,314 223 236,212 16.5 3,676 





Hospital care in such quantities is, of course, 
expensive, reaching annual per capita totals of 
$49.47 in British Columbia, $37.80 in Alberta, 
and $52.82 in Saskatchewan. Surely these figures, 
considered in the light of the Canadian hospital 
economy, underscore the need for alternative 
facilities and programmes of care. 

Physicians’ Services—From the data in Table 
III, the effect of limiting the programme benefits 
to office and home care, as in Ontario and Nova 
Scotia, is evident. The Ontario beneficiary re- 
ceives 60% more office calls and 150% more 
home calls than does the beneficiary, for example, 
in Alberta, But the beneficiaries in two of the 
western programmes are more than compensated 


TABLE III. 





UtitizaTION Rates or Puysicrans’ CALLS, PROVINCIAL 
SocraL AssisTANCE Mepicat CARE PROGRAMMES, 
CanaDa, 1952 


Annual rate per 1,000 beneficiaries 


Programme Total Office Home Hospital 
Limited 

Nova Scotia.... 2,005 855 1,150 

tie. «55... 5,009 2,640 2,369 
Comprehensive 

Saskatchewan*.. 8,442 2,100 801 5,541 

Albertaf....... 6,981 1,670 920 4,391 

British 

Columbia{... 4,348 2,173 1,083 1,092 


*Calendar year 1951. 
* TFiscal year 1950-1951; data for 1951-1952 not avail- 
able. . 
tFiscal year 1951-1952. 





TABLE IV. 





Mepicau CapiITaTION FuNp PAYMENTS, APPROVED MEpI- 

cAL ACCOUNTS, AND PER CENT OF APPROVED ACCOUNTS 

Pain, ProvinctaL Sociat AssisTANCE MEpIcAL CARE 
Puans, Canapa, 1952 





Per capita Per cent of 
Medical fund medical approved 
payments accounts accounts 
Programme (per capita) approved paid 
Limited 
Nova Scotia. . $9.96 $7.28 100 
Ontario...... 10.84 9.86 86 
Comprehensive 
Saskatchewan* 12.50 21.35 55 
Alberta*..... 12.50 20.98 52 
British 
Columbia f.. 17.50 27.53 61 


Nore: The current (1953-1954) annual capitation rates 
are: Ontario $12.60; Nova Scotia $9.96; Saskatchewan 
$15; Alberta $15; and British Columbia $18.50. 

*Fiscal year 1951-1952. 

{Calendar year 1952. 





service. The annual per capita payments made 
by the respective governments and the per cent 
of total accounts submitted which these amounts 
pay are shown in Table IV. 

Mileage payments for physicians’ home calls 
to rural patients must be considered as part of 
the medical service. Mileage accounts for a rela- 
tively small part of the cost in four of the pro- 
grammes but a still substantial proportion (21% ) 
in Nova Scotia. It will be recalled that in 1950 
and 1951 Nova Scotia included among its bene- 
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TABLE V. 
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DISTRIBUTION OF MEpIcAL CaPITATION FuND EXPENDITURES FOR MeEpIcaL Services, MILEAGE, AND ADMINISTRATION, 
PrRovIncrAL SocraL AssisTaANCcE Mepicaut CarE ProGRAMMES, CANADA, 1952 


Expenditures* Per cent of total. fund 
Capitation ss: apenas detitiaagtiancedtiaeiaadiaaiaatiaedaitdie 
Programme fund Medical Mileage Administration Medical Mileage Administration 
Limited 
Nova Scotia......... $ 84,451 $ 44,036 $17,731 $ 5,912 52 21 7 
GR eek «ee 1,672,120 1,435,262 85,215 101,047 86 25 6 
Comprehensive 
Saskatchewanf....... 389,792 372,827 16,965 t 96 4 t 
BIT ook ieee vine 359,930 336,105 ge 12,437 93 ~- 3 
British Columbia..... 1,109,783 1,071,950 - 45,086 97 - 4 


*Beeause of surpluses and late accounts carried over from the preceding year, expenditures do not necessarily equal the 


year’s capitation fund. 
TFiscal year 1951-1952. 


{In Saskatchewan costs of administration are not charged to the capitation fund but are paid by the government 


separately. 
**Not available. 





ficiaries those receiving Old Age Pensions. So 
great were the accounts for mileage that in some 
months they exceeded the total sum of money 
available for all services. These mileage accounts 
were associated chiefly with home calls to the 
aged and this appears to have been one of the 
major reasons for withdrawing benefits from this 
group in 1952. 

As shown in Table V, administrative costs are 
low, in part because the government assumes 
what might be called the “acquisition costs,” and 
in part because of the strong incentive in the 
profession-administered plans to manage the pro- 
grammes as inexpensively as possible because 
money spent for administration must come from 
funds otherwise available for payment of medi- 
cal accounts. It might be advisable for a govern- 
ment to earmark separate funds for each of these 
two purposes, so that the administrator is not 
presented with these competing demands for the 
same dollar. 

Pharmaceutical Services—Data on number of 
prescriptions are not available for British Colum- 
bia, but the utilization of drugs in the British 
Columbia and Saskatchewan programmes fol- 
lows the pattern of drug programmes every- 
where—a persistent increase in the annual num- 
ber of prescriptions, reaching 4.6 prescriptions 
per capita in Saskatchewan last year. In 1951 
there were one and one-half prescriptions for 
every home and office call made, in addition to 
the drugs provided in hospital. As is to be ex- 

ected, drug expenditures have shown an even 

igher rate of increase (Table VI). This increase 
in Saskatchewan expenditures is of more than 
usual interest, for it occurred despite the im- 
position, in December 1948, of a requirement 
that the patient pay 20% of the cost of most 
drugs. For two years utilization remained fairly 
constant, but as Table VI shows it took a signifi- 
cant jump in the fiscal years 1950-51 and 1951-52. 
In British Columbia the experience is similar, 


’ 


TABLE VI. 





Druc EXPENDITURES, SASKATCHEWAN AND BrirTIsH 
Cotumsia SoctaL AssIsTaNCE MEpDICcAL CARE 
PROGRAMMES, 1948-1952 


Saskatchewan British Columbiat 
Per capita Per capita 
Expendi- expendi- Expendi-  expendi- 

Year ture ture ture ture 
1948-1949  $167,886* ~$6.06 $210,078 $t 
1949-1950 140,736 4.85 349,607 7.16 
1950-1951 155,637 5.17 460,572 8.15 
1951-1952 192,624 6.24 522,277 8.74 


{20 per cent partial payment imposed on December 1, 
1948. 

{This represents the gross drug cost, including 20 per 
cent which is charged to the municipality of residence. 

TNot available. 





although no partial payment has been imposed. 
In three years costs more than doubled. 

Unavailability or inadequacy of statistics of 
the use of other services precludes their presen- 
tation here. The costs of these other services are 
not, however, insignificant. In Table VII the 
total costs of all the services provided in each 
programme are summarized. The costs of these 
programmes are substantial, particularly in the 
three provinces which provide comprehensive 
benefits. Total per capita costs of all services are 
as follows: 


Nova Scotia 


Pelwrciaies Meee $ 9.96 
Cn ce AE 10.84 
Sena. 655 aS 77.44 
es sie d jes de sh 53.76 
British Columbia ............. 76.89 


CONCLUSION 


This paper reviews organized programmes in 
five Canadian provinces to meet the medical care 
~ needs of welfare groups. Two of the programmes 
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TABLE VII. 
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ANNUAL EXPENDITURES For Services, Provincrau Socrat AssisTaNce MepicaL CarE ProGramMés, CaNnaba, 1952 


Programme All services 


$10,699,006 


84,451 
1,672,120 


2,390,011 
1,655,937 
4,896,487 


Comprehensive 
Saskatchewan 


British Columbia 


Limited 
Nova Scotia 


Comprehensive 
Saskatchewan 
I ke So a ee ee 
British Columbia 


*Fiscal year 1951-1952. 


offer the limited benefits of physicians’ office 
and home care, certain laboratory procedures, 
and emergency drugs. Three of the programmes 
offer a comprehensive and practically complete 
range of benefits. These programmes represent 
an assumption by provincial governments of 
what was previously a municipal responsibility. 

The method of administration is such that 
individuals who have once passed a means test 
to qualify for categorical or general public assist- 
ance are not required to submit again to this 
procedure on every occasion that medical care 
is needed. The patient’s relationship to the .pro- 
vider of service is that of an insured person in 
any prepaid medical care programme that per- 
mits free choice of physician. 

In one province the medical benefit is ad- 
ministered by the Health Department. In the 
other four provinces the administration of the 
medical benefits and in one, of the dental 
benefits, has been delegated to the association 
of the profession providing the services. Though 
this represents a substantial departure from ac- 
cepted government practice, the theorist in 
public administration is forced to withhold judg- 
ment on the actual consequences of this method 
until armed with the results of a full-scale study. 

While these programmes are expensive, they 
represent an overdue acceptance by society that 
medical care is as important in meeting human 
needs as are the basic necessities of food, cloth- 
ing, and shelter. They demonstrate that the com- 
munity can organize its resources to provide 
medical care to those in need at standards higher 
than those currently obtained by a large seg- 
ment of the self-supporting population. They are 
subject perhaps to the criticism that for a great 
many of these recipients this standard of service 


Hospital 


$5,944,511 


Type of service 


Special 
Medical services 
Annual expenditures 


$3,616,075 $714,901 


84,451 
1,672,120 


389,792* 
359,930* ie 
1,109,782 522,277* 


Per capita expenditures 


Drugs Dental 


$220,276 $203,243 _ 


192,624* 72,301* 
85,713* 


62,262* 


105,123* 
45,954* 
52,166* 


$ 9.96 
10.84 


12.50 $6.24 $2.34 
12.50 a 3.15 
17.50 8.20 0.98 


comes too late, for had it been available earlier 
they might not have been recipients of public 
assistance, These programmes suggest, therefore, 
the importance of mobilizing community re- 
sources to meet more adequately the medical 
needs of all and, in addition, they provide valu- 
able experience to guide us in the achievement 
of that end. 
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TYING THE INFERIOR 
MESENTERIC ARTERY 


Surgeons have been reluctant to ligate the inferior 
mesenteric artery at its aortic origin when performing 
large-bowel resections for carcinoma. 

McElwain and his colleagues (Surgery, 35: 513, 1954) 
show that, in a series of 90 cases, high ligation of the 
inferior mesenteric artery was a safe procedure, and 
that if the artery had been ligated only below the left 
colic branch carcinomatous lymph nodes would have 
been left behind in at least 8 cases. 
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Association Notes 


ANNUAL MEETING 


INTEREST in the forthcoming meeting of the 
British Medical Association in Toronto in June 
1955 has recalled to many of our senior col- 
leagues the last occasion in 1906, when the 
British Medical Association met in that city. 
Forty-nine years ago these men were junior mem- 
bers of the various committees on arrangements 
and they received their introduction to medical 
organization in company with the giants of the 
day. 

The: British Medical Association has met on 
three previous occasions with the Canadian 
Medical Association, in 1897 in Montreal, in 1906 
in Toronto and in 1930 in Winnipeg. The oppor- 
tunity to establish friendly relations with old and 
new acquaintances from the United Kingdom is 
one which Canadian doctors appreciate and the 
international character of such a gathering serves 
to emphasize the ties which bind us in the British 
Commonwealth. 

To ensure as large an attendance as possible of 
visitors from across the water and to ease the 
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situation imposed by currency restrictions, a 
housing registry has been established. Toronto 
doctors and their wives are prepared to take as 
their house guests one or more British Medical 
Association members. In addition, all of our over- 
seas visitors will be provided with a book of 
tickets which will entitle them to luncheons and 
dinners without expense to themselves. 

The main body of B.M.A. members and their 
wives will arrive in Montreal aboard the Saxonia 
on Thursday, June 16, and our colleagues of the 
Quebec Division are planning to welcome them 
and to entertain them until they entrain for 
Toronto. 

Since Friday and Saturday, June 17 and 18, 
will be devoted to meetings of the Council of the 
C.M.A. and the scientific meetings will not begin 
until Monday, June 20, our visitors will have a 
couple of days in which to get accustomed to 
their new surroundings, though plans have been 
made for their entertainment throughout the 
weekend, 

The next week will be a busy one for all con- 
cerned. A scientific programme of outstanding 
merit is being elaborated and Canadians will 
have the opportunity of hearing and —- 
many of the distinguished figures in Britis 
medicine. The programme of a typical day will 
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include four concurrent Round Table Confer- 
ences, followed by General Sessions, where the 
major presentations will be made, and an As- 
sociation luncheon. The afternoons will be de- 
voted to sessions of sixteen Sections covering 
all phases of medicine and surgery. 

Evening functions of a social and ceremonial 
nature will provide the opportunity for the off- 
duty contacts which are such pleasant features of 
medical gatherings. Two large dinners are 
planned, the Annual Dinner of the Ontario 
Division on Tuesday, June 21, and the Annual 
Dinner of the British Medical Association on 
‘Thursday, June 23. 


An active Women’s Committee is planning a 


series of excursions and events not only for our 
overseas visitors, but for the wives of all C.M.A. 
members. 

Dr. and Mrs. Canada, you had better make 
your reservations! 


Canad. M. A. J. 
Jan. 1, 1955, vol. 72 


CANADIAN ACADEMY 
OF ALLERGY 


THE CANADIAN ACADEMY OF ALLERGY will hold 
its Annual Meeting along with the Canadian 
Medical Association at its conjoint meeting 
with the British Medical Association and 
Ontario Medical Association at the Royal York 
Hotel in Toronto during the week beginning 
June 20, 1955. 

Dr. David A. Long of the National Research 
Council, Mill Hill, London, England, will be 


, the chief guest speaker and his topic will be 


“The Influence of Nutritional and Hormonal 
Factors upon the Immune and Allergic re- 
sponses to Infection.” 

Further details of the programme and the final 
date of the meeting will be given in a later 
announcement, 


HOUSING APPLICATION FORM 


CONJOINT MEETING — B.M.A - C.M.A - O.M.A. 


Toronto, June 17 - 24, 1955 


(Scientific Sessions, June 20 - 24) 


Reservations now being accepted 


MAIL THIS APPLICATION 


GLENN SAWYER, M.D., 

CHAIRMAN, COMMITTEE ON HOUSING, 
244 ST. GEORGE STREET, 

TORONTO 5, ONTARIO. 


Please reserve the following: 


Single 
HOTEL Double 
Twin-bedded 


Single 
MOTEL Double 
Twin 


Suite 
Date of artivel.. ooo eet sh pet aa BIE ert aA il aa : 


Room will be occupied by :— 
treet Address 
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MEDICAL SOCIETIES 


DR. A. S. WIENER IN TORONTO 


Dr. Alexander S. Wiener, the distinguished immuno- 
hematologist from Brooklyn, paid a visit to Toronto on 
November 15, and gave the Phi Delta Ipsilon lecture 
in the Medical Building of the University on recent ad- 
vances in Rh-Hr blood types. 

A man of forceful and convincing personality, Dr. 
Wiener gave a remarkable display of virtuosity, sketch- 
ing briefly some recent advances in his subject and 
speaking for nearly an hour on this most abstruse matter 
without a single note and without the slightest hesitation. 

After a brief introduction, in which he hinted that 
there was trouble in store for his British colleagues who 
still prefer the CDE terminology to his own Rh-Hr nota- 
tion, Dr. Wiener discussed the question of sensitization 
to Hr factors, the opposite of Rh factors. Of the former, 
Hr! is the most important clinically as a source of 
sensitization of a Rh-positive homozygous person. He 
cited the case of a baby born to a Rh-positive mother 
and jaundiced several hours after birth. The father was 
rh, the mother Rh; Rh; and the baby Rh; rh, and anti- 
bodies were found in the mother’s serum. 

In distinguishing between agglutinogens and blood 
factors, he mentioned the occurrence of sensitization to 
blood factor C. Thus blood of group A has agglutinogen 
A and blood factors A and C; group B has factors B 
and C, and group AB has factors A, B, and C. Serum 
from group O individuals has anti-C agglutinins in addi- 
tion to anti-A and anti-B. It appears that sensitization to 
blood factor C is a common cause of A-B-O hzmolytic 
disease. 

Dr. Wiener devoted the last few minutes of his 
lecture to a castigation of the British CDE notation of 
Rh factors, which he believes to be due to a misconcep- 
tion. He considered two factors as fundamental in 
nomenclature: (1) The difference between blood factors 
and agglutinogens. It is not true, he said, that only one 
antibody is produced by one antigen, or that for one 
agglutinogen there is only one blood factor. (2) The 
difference between multiple alleles and linked genes. The 
CDE notation was based on a theory of triple gene pairs, 
where his own notation was based on a theory of multiple 
alleles. He gave evidence for the correctness of his view, 
and urged his audience to think about these matters, to 
read the literature, and to form their own opinions on 
the merits of the two notations. 

Later in the evening, Dr. Wiener discussed the clini- 
cal applications of his subject in a lecture at the Mt. 
Sinai Hospital. 





CANADIAN OPHTHALMOLOGICAL 
SOCIETY 


At the recent Seventeenth Annual Meeting of the 
Canadian Ophthalmological Society the following officers 
were elected: President—Dr. P. B. Macfarlane, Hamilton, 
Ont.; Vice-president—Dr. Henri Pichette, Quebec, Que; 
Secretary—Dr. R. G. C. Kelly, Toronto, Ont.; Treasurer— 
Dr. J. V. V. Nicholls, Montreal, Que.; Editor-in-Chief 
of the Transactions—Dr. Clement McCulloch, Toronto, 
Ont.; New member of Council—Dr. R. M. Ramsay, 
Winnipeg, Man. 
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CANADIAN PSYCHOANALYTIC 
SOCIETY 


Obituary. The Society mourns the death of a foundin 
member, Madame Francoise Boulanger, who aad 
away in Montreal on September 4, 1954. As a tribute of 
affection and esteem, the first Frangoise Boulanger 
Memorial Lecture will be held under the patronage of 
the Society on January 15, 1955. Dr. Réne Spitz, of New 
York, will talk on “Stress” and present a film. 

Elections. At the meeting of October 4, 1954, the fol- 
lowing members were elected to the Society: Dr. Fried] 
Aufreiter, Mr. André Lussier, Dr. Alan Parkin, Dr. W. 
Clifford M. Scott. The Executive which will take office 
on January 1, 1955, was elected as follows: Dr. W. C. M. 
Scott, president; Dr. B. Ruddick, secretary; Dr. J. B. 
Boulanger, treasurer. 

Public Meeting. Dr. Richard Sterba, of Detroit, was 
the guest speaker at a public meeting of the Society 
held on October 22, 1954, at the Physical Sciences Bldg. 
of McGill University. He read a chapter of his book on 
“Beethoven and His Nephew’—“Beethoven, A Rebel and 
Tyrant.” J. B. BouLANGER 





GOLDEN ANNIVERSARY AT 
THE LAKEHEAD 


The first fifty years in the life of the Thunder Bay 
Medical Society was well and truly celebrated on Novem- 
ber 3 and 4, 1954. The doctors of the twin cities of 
Fort William and Port Arthur gathered with their guests 
and well-wishers to commemorate the founding at the 
Lakehead of a very important unit of the Ontario 
Division. 

The programme was a varied and interesting one, 
commencing with clinics presented by Dr. Charles Harris 
and Dr. W. G. Cosbie on the mornings of November 3 
and 4, Both of these speakers with Dr. T. C. Routley, 
addressed a large and enthusiastic public meeting on 
the evening of the first day. At a luncheon meeting held 
in Port Arthur, the greetings of the Ontario and Cana- 
dian Medical Associations were presented by Dr. G. I 
Sawyer and Dr. A. D. Kelly, and Dr. R. M. Mitchell, 
President of the Ontario Division, outlined the early 
history of organized medicine in Ontario, stressing the 
contribution made by the Thunder Bay Medical Society. 
Pleasing features of the proceedings were the presenta- 
tion of a certificate commemorating sixty years in prac- 
tice to Dr. L. Y. McIntosh, eldest member of the society, 
and the installation of Dr. George E. McCartney as 
Senior Member of the Canadian Medical Association. 


A commemorative service was held in St. John’s 
Church at 3.00 p.m. on Thursday, November 4, when 
the Rector, The Reverend S. Maitland Craymer, 
preached a sermon appropriate to the occasion. 


The Golden Anniversary proceedings concluded with a 
very large banquet in Fort William, attended by the 
doctors of the Lakehead and their ladies. Guests of the 
Society included representatives of sister professions, the 
hospital boards, the clergy and many voluntary and 
official municipal organizations. The toast to the guests 
was proposed by the President, Dr. R. J. G. Park, and 
responded to by Dr. T. C. Routley. The Fort William 
Male Voice Choir provided delightful entertainment and 
the address of the evening was presented by Mr. Leonard 
W. Brockington, C.M.G., Q.C. 


In the organization of such an anniversary celebration, 
credit must be afforded to many men and women whose 
efforts made it possible. Under the leadership of the 
President of the Thunder Bay Medical Society, Dr. R. 


~ J. G. Park, and the Secretary, Dr. G. A. Scott, the. 
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whole Society worked with a will, but all are agreed 
that the services of Dr. Walter P. Hogarth as Chairman 
of the Committee on Arrangements deserves the highest 
praise, 

The value of such recognition of the anniversaries of 
the profession must be apparent to all who realize that 
Canada is coming of age medically as well as otherwise. 
In this instance a medical society which began in a 
frontier community has now become an important unit 
in the fabric of organized medicine, serving the doctors 
and the people of the expanding Lakehead cities. It 
is proper that the current membership should recall the 
contribution made by their professional forebears and 
honour their memory and achievements. To this end a 
brief historical summary of The First Fifty Years has 
been prepared by Dr. Crawford McCullough from the 
records of the Society, and it serves as an admirable 
reference point for planning for the future. 


A. D. KELLY 





CORRESPONDENCE 
GOITRE IN NEW ZEALAND 


[The following correspondence on goitre is an 
excellent commentary on the state of the evi- 
dence as ti its causation. Dr. Greenwald takes 
Prof. Hercus to task for ascribing the decrease 
in goitre to the use of iodized salt, and possibly 
the evidence for that is not entirely convincing. 
On the other hand Dr. Greenwald himself has 
no convincing evidence to support any other 
theory. Indeed, the whole picture of our knowl- 
edge of the thyroid is one of a tremendous 
volume of literature, but only a minimal amount 
of concrete experimental evidence.—Ep1ror. | 


To the Editor: 


The present communication is an attempt to furnish 
information regarding “Thyroid Disease in New Zealand” 
which may serve to correct erroneous impressions given 
by the lecture of that title by Hercus.1 


In that lecture, Hercus states, “This verbal tradition 
records that goitre was already in evidence among certain 
of the tribes before the European era.” It is difficult 
to believe this for no writer on the beliefs, habits and 
traditions of the Maoris — and there have been several — 
has published such a statement. On the contrary, the 
available evidence is that the disease was not known 
among the Maoris for many years after the coming of 
Europeans. The absence of goitre as late as the middle 
of the nineteenth century is attested by definite state- 
ments to this effect,?» 3.4 as well as by the failure of 
other writers on the physique and diseases of the Maoris 
to mention the presence of goitre.®» 6 7 


Additional evidence is furnished by the history of 
Maori terms for goitre, as shown in the dictionaries. 
There seem to be three Maori words that have been used 
to mean goitre. The earliest that has been found is 
“pukaki” in 1891.8 This was then defined as a wen, a 
oitre, a scrofulous swelling in the neck. It was said to 
derived from “pu,” a bundle, a bunch and “kaki,” 
the neck. The next word found (1911) was “ngene’’?® but 
in 18918 this had been defined as a “scrofulous wen” 
and, in 1917, three meanings were given: scrofulous 
wen; wrinkle, fold; fat.1° The third word “tenga” ’ap- 
peared in 184411 and 18918 as “Adam’s apple.” In 1905, 


~ 
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Best! mentioned “tenga” as the word for goitre, which 
was “common in this high lying district,” and stated that 
it was also applied to “Adam’s apple” and to the crop 
of a bird. The use of “tenga” for goitre could not have 
been widespread, possibly because the disease was not, 
for in 1911, Stowell® defined it only as “Adam’s apple.” 
Not until 19171° did it appear as meaning goitre and 
then only as the third of six meanings. The others were, 
in order, Adam’s apple, crop of a bird, distended or 
strained, gorged, extinguished. 

It will be noted that there was no listing of a Maori 
word for goitre until 1891, which is nine years after it 
was reported to be quite general around Christchurch. 
Actually, the disease was present among the Urewera 
tribe (North Island) as early as 1879, at which time it 
was also present among the whites at Bealey (South 
Island).18 

Hercus ascribed the fall in the incidence of goitre in 
school children in Canterbury between 1925 and 1950 
to the use of iodized salt. He neglected to mention that 
this disease was already evident in 192914 (1952). He 
also failed to mention that the survey in 1950 that 
showed this decrease in Canterbury also showed an 
increase in North Otago over the same _ twenty-five 
years!4 (1952). The reports of the Director-General of 
Health record other increases such as in Southland (1935) 
and in the Taranaki district (1932, 1934, 1935 and 1936). 
Such decreases as seem to have occurred in New Zealand 
have been equalled or exceeded many times in places in 
which there is no reason, other than the change in the 
incidence of goitre, to suspect any increase in the intake 
of iodine.15 to 21 

Probably of particular interest to Canadians is the 
story of goitre at Edmonton, Alberta.1® Before there was 
a permanent settlement there, the region was visited 
by at least six trappers, traders and explorers, who have 
left us their journals. There seems to no mention of 
goitre in any of these. In 1820, Richardson recorded in 
his journal an account of goitre and cretinism at Edmon- 
ton, which account Franklin copied into his book.?? 
From 1820 to 1863, the records show an increasing 
spread of goitre but a diminished severity, with a disap- 
pearance of cretinism. There seems to be no record of 
goitre between 1863 and 1919. In the latter year, when 
goitre was again common, Shepherd?* quoted Whitelaw 
as saying, after a residence of nineteen years in Edmon- 
ton, the first ten in general practice and the last nine 
as medical officer: “I am personally acquainted with a 
great many ‘old timers’ and their families who were 
here when I came here nineteen years ago, and I cannot 
say that I recollect seeing a single case among them” 


CONCLUSION 


Goitre was not present among the Maoris before the 
coming of Europeans and not among either for many 
years thereafter. The earliest record refers to its pres- 
ence among one tribe of Maoris of the North Island and 
among Europeans in a certain place in the South Island 
in 1879. It became more general but the incidence 
among school children has recently declined, at any rate, 
in many parts of the islands. In the absence of all con- 
trols and in view of similar and much more marked 
decreases elsewhere without benefit of iodine, it is im- 
possible to conclude whether or not the use of iodized 
salt was in any way responsible for this decline. 

550 First Ave., New York 16. Isipor GREENWALD 
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November 3, 1954 
To the Editor: : 


Dr. Isidor Greenwald, a member of the chemistry 
department of the New York University, holds with 
great tenacity some curious views concerning the etiology 
ot endemic goitre. Apparently he challenges the view 
that the fundamental cause of goitre is inadequacy of the 
supply of iodine to the gland despite the fact that the 
environmental, morphological, therapeutic and prophy- 
lactic evidence all point in this direction. This agnostic- 
ism leads him into some odd situations which this paper 
exemplifies. 

He disputes my statement that Maori verbal tradition 
records that goitre was already in evidence before the 
advent of the European. It is clear from the second 
paragraph of his letter that he is quite ignorant of the 
importance of verbal tradition in Polynesia and of the 
fact that the Maori language was only first reduced to 
writing by the English missionaries in 1815. The Maoris 
were a scriptless people but their tradition was handed 
down with scrupulous care and accuracy by a school 
of trained scholars. Even after the missionaries intro- 
duced writing, the art was strongly resisted by the 
Maori leaders. 

Elsden Best who in the 1870's lived among the 
Maoris in the endemic area of the Urewera, collecting 
and recording data which he records in his monumental 
two volume work on the Maori, states in volume 2 
page 49 that: “Goitre was certainly known here in former 
times. It is called ‘tenga’ in the Bay of Plenty district. 
The name also applies to the ‘crop of birds’.” In many 
personal conversations with Elsden Best and with such 
eminent Maori scholars as the late Sir Maui Pomare 
and Sir Peter Buck, both medically qualified, this state- 
ment was confirmed. 


Dr. Greenwald’s grounds for disbelieving this evidence 
is apparently based on an incomplete search of 19th 
century European literature, including certain Polynesian 
dictionaries. He fails to give precise reference in his 
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items (3) and (4) and he contradicts himself in his own 
letter for in the third paragraph he says that Best in 
1905 mentioned “tenga” as the word for goitre and six 
lines later states that it was not until 1917 that the word 
appeared as meaning goitre. 

He has also completely overlooked “Medical Needs 
of New Zealand” by Dr. T. W. Bell in the New Zealand 
Medical Journal, (3: 143, 1889-90) where he writes: 
“The Maoris and halfcastes used to suffer from a peculiar 
goitre-like fungating swelling on the side of the neck, 
called ‘Ngene’ or “Puku.’ Fifteen or twenty years ago 
it was not uncommon; it is now rare... .I can re- 
member having seen the disease twenty years ago’; 
which would be about the year 1870. 

In Greenwald’s reference No. 7 by Tuke he refers 
to a strumous ophthalmia and later to diseases of the 
eye betraying a strumous origin. While this does not 
specifically refer to goitre, the signs seem reasonably 
convincing perhaps that a thyroid condition existed—all 
the more interesting as Tuke mentions the beneficial 
effect of sea foods. 

Dr. Greenwald having disposed of the claim that 
goitre existed in New Zealand before the European 
era now proceeds to deny that the striking overall de- 
crease in the incidence of thyroid enlargement in New 
Zealand in recent years and the virtual disappearance 
of the grosser degrees of thyroid enlargement has been 
due to the use of iodized salt. 

It would be well if, before attempting to furnish 
further information regarding thyroid disease in New 
Zealand, Dr. Greenwald ‘visited this country where we 


would be glad to assist him in his researches. 
University of Otago, C. E. Hercus 


Dunedin, N.Z. 





DRY SURGERY 
To the Editor: 


I feel I must make a few remarks regarding Dr. Gordon 
Murray’s paper on dry surgery in the November number 
of this Journal. 

I, and I am sure a great number of general surgeons 
and specialists in different branches of surgery and 
gynecology, have yet to experience streams of blood 
pouring over our boots or pools of same on floor. If he 
were referring to surgery in Casualty Clearing Stations 
and Base Hospitals in the war of 1914 after major actions 
in the line it might be accurate where shortage of staff, 
gas-gangrene and amputations were so common, but 
surely not in present-day surgery. 

Hemostasis is probably the most important part of 
good surgery and can be accomplished without bundles 
of forceps in any branch of surgery. I presume he is 
speaking of incisions only but even in thyroid, gastric, or 
radical breast surgery, very few forceps need be applied 
and very little or no blood lost. 

I do not think this article will please the surgical pro- 
fession, and will make other countries wonder what kind 
of surgery we do in Canada. 


“Kimberley, B.C. R. H. L. O’CALLAGHAN 
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SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


COLLEGE OF GENERAL PRACTITIONERS 


The second annual report of the College of General 
Practitioners, which is published as a supplement to the 
December issue of The Practitioner, is one of which the 
founders of the College have every reason to be proud. 
Membership of the College now stands at 2,967, of whom 
345 are from overseas. The regional organization of the 
College is now complete. There are 22 regional faculties 


covering the whole of the United Kingdom, and another 


five in the Commonwealth. 


Perhaps the most interesting section of the report is 
the detailed discussion of the criteria for membership 
of the College. The major problem has been whether or 
not these should include a formal examination. After a 
careful review of the problem, the Council has decided 
against an examination, at least for the moment, and this 
recommendation was accepted at the annual meeting of 
the College in November. Another section of the report 
deserving of wide publicity is that dealing with the re- 
search activities of the College. Here was obviously an 
opportunity waiting to be seized, and the College has 
done a wonderful piece of work in co-ordinating and 
canalizing the potentialities for research in general prac- 
tice. At the annual meeting Dr. William Pickles, the 
Grand Old Man of general practice, was re-elected 
president of the College for another year—with acclama- 
tion. 


THE STATE OF THE PuBLIC HEALTH 


The report of the Chief Medical Officer to the Ministr 
of Health for 1953, which has just been published, 
throws many interesting sidelights on what it describes 
as “the state of the public health.” Thus, it dispels the 
popular misconception that old people are living much 
longer. What is happening is that “many more of us are 
now attaining the age of 65 than was the case formerly 
and it is only in this sense that we are becoming an 
older population: we are still a very long way from be- 
coming a nation of centenarians.” For instance, the ex- 
penne of life of a male child born in 1838-54 was 
ess than 40 years, whereas now it is over 67 years. On 
the other hand, the corresponding figures for those aged 
65 years are 10.8 years and 12 years. 


Food poisoning is still on the increase; two interesting 
facets of this national scandal are referred to in the report. 
One is the result of work which has been inspired by 
the relationship that has been shown between synthetic 
cream and the spread of paratyphoid infections. The 
synthetic cream seems to be sterile when it leaves the 
factory and it is only after the bulk has been broken that 
paratyphoid infection becomes manifest. Workers at the 
Public Health Laboratory at Colindale have shown that 
the addition to synthetic cream of hydrogen peroxide in 
very low concentration will inhibit the growth of bac- 
teria for several days, even at a temperature of 70° F. 
The other interesting observation is that if mussels are 
stored for 72 hours in a tank of salt water, they become 
fit for human consumption. If bacteriological investiga- 
tion confirms this observation a substantial saving in the 


cost of rendering she''fish fit for the market will be 
possible. 


HELPING THE HA&MOPHILIC 


In order to facilitate the effective treatment of patients 
with hemophilia, the Medical Research Council is pro- 
posing to issue every hemophilic in the country with a 
special card. This card will contain a statement that the 
bearer has hemophilia and is under the supervision of 
a named physician and hospital. It goes on to say: “In 
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case of injury, bleeding or serious illness this person may 
have special need of hospital care. The hospital named 
above or the nearest appropriate clinic should be able to 
advise on or facilitate admission if informed at once by 
telephone.” The card also contains information about 
transfusion, blood grouping and abnormal antibodies. 
These cards will be issued to patients through their 
practitioner. At the same time the Council is establishing 
a central register of all patients to whom these cards are 
issued. Centres have been set up throughout the country 
(14 are already established) which are _ specially 
equipped to deal with hemophilia and to which refer- 
ence can always be made for assistance. It is the name of 
the nearest of these centres which will be entered on 
the patient’s card. 


G.P. ADVISER TO THE MINISTRY OF HEALTH 


It has just been announced that Dr. William Suther- 
land Macdonald, who has been in general practice in 
Leeds since 1925, has been appointed to the staff of the 
Ministry of Health as Adviser on General Medical Prac- 
tice. Dr. Macdonald will advise the Ministry on problems 
in this field, and the relation and integration of general 
practice with other branches of the National Health 


Service. 


HospiraAL ARCHITECTS HONOURED 


In view of the minimal amount of new hospital build- 
ing which has been permitted over here since 1945, it 
is of interest to note that the London architectural bronze 
medal, awarded annually for the best building of the 
year, has been awarded to Mr. Alan H. Devereux and 
Mr. Llidir L. W. Davies. The building selected for the 
award was the outpatients’ department at St. James’s 
Hospital, Balham. This is a former London County 
Council hospital situated in the south side of London. 


London, December 1954. WituiaM A. R. THOMSON 
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DR. ALBERT EARL AIKENHEAD died in Calgary 
on October 24 at the age of 72. He was born at Bruce- 
field, Ontario, and educated at the Clinton Collegiate 
Institute. In 1907 he graduated in medicine from the 
University of Western Ontario. While at University he 
was captain of the football team. After interning at St. 
Joseph’s Hospital, London, he practised at Hensall. In 
1912 he moved to Calgary. In 1922, with the late Drs. 
G. D. Stanley, D. S. Macnab, J. S. Murray and W. A. 
Lincoln, he founded the Associate Physicians and Sur- 
geons of Calgary, which, in 1929, became the Calgary 
Associate Clinic. He was a member of the advisory board 
to the Salvation Army, and superintendent at Grace Hos- 
pital. He retired from active practice in 1947 and the 
following year was elected to the city council. He was 
a member of the Calgary Hospital Board, and a past 
president of the Calgary Lawn Bowling Club. He is sur- 
vived by his widow, one son, Dr. John F. Aikenhead of 
Calgary, three daughters, two sisters, and three brothers, 
one of whom is Dr. J. W. Aikenheatl of Toronto. 
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DR. LAMBERT BREIDENBACH, 67, died in St. Boni- 
face Hospital, St. Boniface, Man., on November 5. Born 
in Hungary, he came to Canada as a young man —— 
in Kenora, Ont. He attended St. Boniface College an 
in 1912 graduated from Manitoba Medical College. He 
practised continuously at Altona until his retirement two 
years ago. 


DR. JAMES CAMPBELL BYERS of. Metcalfe, Ont., died 
on October 31 in his 72nd year. After graduating in 
medicine from Queen’s University in 1908, he served as 
intern in various New York hospitals and commenced 
practice in Metcalfe in 1915. He was at all times active 
in community affairs and worked hard for the better- 
ment of local conditions. He is survived by his widow, 
two daughters, and one son, Dr. M. W. Byers of 
Winchester. 


DR. CLARENCE GORDON CAMPBELL, chief radi- 
ologist of St. Paul’s Hospital, Vancouver, since 1952, 
died suddenly on October 13 while attending a staff 
meeting. Dr. Campbell, who was born in Dartmouth, 
N.S., 53 years ago, graduated in arts and medicine from 
Dalhousie University, and started practice in Vancouver 
in 1939. Later he studied radiology at Queen’s Uni- 
versity, receiving a degree in this field in 1944. He was 
granted certification as a specialist in diagnostic and 
therapeutic radiology by the Royal College of Physicians 
and Surgeons of Canada. He is survived by his widow, 
a daughter, and two sons. 


DR. ROBERT JUDSON COOKE, aged 85, died on 
November 6 in Regina, where he had lived following his 
retirement from practice in 1947. Born near Merrickville, 
Ont., he went with his family to Boissevain, Man., in 
1886. After graduating with honours from Wesley Col- 
lege in 1893, he taught school at Ninga, Napinka and 
Melita until entering Manitoba Medical College, from 
which he graduated in 1902 as gold medallist. After a 
year’s internship in Winnipeg General Hospital, he set 
up practice in Wolseley, where he remained for 44 years. 
He had served as town councillor, mayor, and chairman 
of the school board. He was a life member of the Cana- 
dian Medical Association. He is survived by his widow, 
two daughters, and two sons, Dr. Terence J. Cooke and 
Dr. Robert L. Cooke, both of Winnipeg. 


DR. EDWIN S. COPEMAN, a practising physician at 
Simcoe, Ont., for 31 years, died at the Toronto General 
Hospital on October 22 after a long illness. Dr. Copeman 
was born in Paris, Ont., 57 years ago. After graduating in 
medicine from the University of Toronto in 1923, he 
went to Simcoe, where he was associated with Dr. F. 
E. B. McGilvery until setting up his own practice. Dr. 
Copeman was an active participant in community affairs, 
serving for many years on the Simcoe Board of Education 
and giving much of his time to the Norfolk Tuberculosis 
Association and the Norfolk County Medical Society. He 
is survived by his widow, three sons, and one daughter. 


DR. JOHN CHARLES DIAMOND, for many years a 
prominent surgeon in Fort William, Ont., and a member 
of the staff of McKellar Hospital, died suddenly in that 
city on November 10. Dr. Diamond was born in Russia 
59 years ago and came to Canada at the age of 13. He 
graduated in medicine from the University of Manitoba 
in 1922 and spent the following year as an intern at the 
McKellar Hospital. In 1924 he set up practice in Fort 
William and in the following year was elected to the 
staff of the hospital. He had taken postgraduate courses 
in Edinburgh, Paris and Vienna. He is survived by his 
widow, a son, and four daughters. 
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DR. DAVID A. DUNBAR died in West Vancouver dur- 
ing the last week of October, at the age of 71. Born in 
Prince Edward Island, he lived for 45 years in British 
Columbia, the last five in West Vancouver. He is sur- 
vived by his widow, one daughter, and a son. 


DR. JOHN T. FOWKES died at LaFargeville, N.Y., dur- 
ing the middle of October, at the age of 88. Born in 
Sheffield, England, he received his education in Canada, 
graduating from Queen’s University in 1891. He began 
his 60 years of practice in Avonmore, Ont., leaving to 
go to Omar, N.Y., and then to LaFargeville, where he 
_— until his death. Surviving him are his son, 

r. John T. Fowkes, Jr., of Clayton, N.Y., a sister and 
a brother. 


DR. ROGER S. GRIMMMETT died in Vancouver on 
October 13 at the age of 57. He had been in hospital 
since last August. Dr. Grimmett, who was born in Sas- 
katchewan, was educated at the University of Saskatche- 
wan and McGill University. After postgraduate work in 
England, he set up practice in Detroit in 1925. In 1944 
he moved to Vancouver, where he became a member of 
the medical staff of St. Paul’s Hospital. He is survived by 
his widow and two sons. 


DR. F. K. HICKEY, 30, of Regina, was fatally injured 
in a motor collision on November 9. Accompanied 
by Dr. Leo Kawula of Regina, he was driving to Saska- 
toon from Edmonton, where he had taken the specialist 
examinations of the Royal College of Physicians and Sur- 
geons of Canada. Born in Newfoundland, he graduated 
in medicine from Dalhousie University and studied 
peediatrics in Halifax, Vancouver and Montreal. During 
the past year and a half he was a member of the de- 
partment of pediatrics in the Medical Arts Clinic, Regina. 
He is survived by his widow and one child. 


DR. CHARLES H. HIGGINS, 79, retired executive of 
the Lederle Laboratories Division of the American 
Cyanamid Company and once chief pathologist of the 
Canadian Department of Agriculture, died at Nyack, 
N.Y., on November 22 of a heart ailment. Dr. Higgins, 
who was born in Newtonville, Mass., received degrees 
from Boston University and McGill University. In 1902 
he established for the Government of Canada a quaran- 
tine station at William Head; B.C., at which the prep- 
aration of a vaccine for bubonic plague was undertaken. 
He also set up other biological laboratories for the 
Government. In 1917 he assumed charge of the Lederle 
offices in Canada, and in the following year he was 
transferred to the New York offices as an executive in 
the sales and advertising department. He retired in 
1948. Dr. Higgins is survived by his widow and a son. 


DR. ALFRED KIMPTON, a general practitioner of 
Montreal, died in that city on November 9 at the age of 
71. He graduated in medicine from Laval University 
(Montreal) in 1908 and had practised in Montreal since 
that time. During World War II he was a medical 
examiner for the Department of National Defence 
(Army). He is survived by his widow. 


DR. W. CECIL KRUGER, 53, one of Canada’s best 
known radiologists, died of a heart attack in Toronto 
on November 10. He was born in Edmonton and gradu- 
ated in pharmacy before studying medicine at the 
University of Alberta. He cael his training at the 
University of Toronto, graduating in 1923. Later he 
took postgraduate work in radiology at Battle Creek 
Sanitarium, Mich. Dr. Kruger served on the radiological 
staff of the University of Toronto for 10 years and was 
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radiologist at the Toronto Western Hospital from 1924 
to 1950, when he resigned to become chief radiologist 
at the Humber Memorial. Hospital. During World War 
Ii he was also associated with the Soldiers’ Memorial 
Hospital, Orillia. He was consulting radiologist for the 
York County Hospital, Newmarket, and the Ontario 
Workmen’s Compensation Board, Toronto. He is sur- 
vived by his widow, one daughter, six sisters, and two 
brothers, one of whom is Dr. George W. Kruger, radi- 
ologist at the Woodstock (Ont.) General Hospital. 


DR. GEORGE ANDERSON LAMONT, 60, a prominent 
pediatrician of Vancouver, died suddenly in that city on 
November 8 after a short illness. He established the first 
child-guidance clinic in Vancouver in 1924, was one of 
the founders of the Crippled Children’s Hospital in 1922, 
and organized the Canadian Red Cross Blood Donor 
Service in British Columbia. A native of Ontario, Dr. 
Lamont graduated from the University of Toronto in 
1915. He went to Vancouver in 1920 and initiated infant 
welfare work in South Vancouver. In 1921 he became 
part-time medical director of schools in South Van- 
couver and until 1946 was associated with the Vancouver 
school health programme. In 1921 also he joined the 
staff of St. Paul’s Hospital. There he became chief of 
the department of peediatrics in 1946 and chief of staff 
in 1948. From 1934 to May 1954 he served as chairman 
of the Provincial Outpost Hospitals Committee of the 
Canadian Red Cross Society. In World War I he served 
with the R.A.M.C. in Egypt, Mesopotamia and India, 
and in World War II he was lieutenant-colonel with 
the Army Medical Corps for a short time. He was senior 
medical officer with the C.O.T.C. of the University of 
British Columbia from 1928 to 1947. He is survived by 
his widow and one daughter. 


DR. ALBERT LeSAGE, O.B.E., former dean of the 
Faculty of Medicine of the University of Montreal, died 
suddenly at his home in Montreal on November 13. He 
was 85. A native of St. Raymond, Que., Dr. LeSage 
achieved a world-wide reputation in medical circles. 
After graduating in medicine from the University of 
Montreal in 1894, he took postgraduate work in France 
and was awarded a doctorate in medicine by the Uni- 
versity of Paris in 1896. On his return to Montreal, he 
devoted the greater part of his time to teaching and to 
efforts to advance the medical profession. He was one 
ot the founders of the Medical Society of Montreal and 
of the Association of French-Speaking Doctors of North 
America. Dr. LeSage began teaching at the University 
of Montreal in 1901 and held a number of posts before 
being named dean of the Faculty of Medicine in 1938, 
an appointment which he held until 1944. He was also 
a member of the senate of the University and of the 
board of administration. He was one of the founders 
of the Royal College of Physicians and Surgeons of 
Canada, of which he was vice-president in 1938. He 
headed the medical bureau of Notre Dame Hospital 
in 1920 and was president of the institution’s executive 
for 14 years. During the course of his long career he 
received many honours in this country and abroad. He 
is survived by a daughter and two sisters. A son, Dr. 
Jean LeSage, died four years ago. 


DR. WILLIAM GRATON LYALL, former travelling 
medical officer for the Canadian National Railways, 
Western Region, died in Vancouver on October 16. Dr. 
Lyall, who was born at Seaforth, Ont., in 1877, was 
well known throughout Western Canada, as his work 
required almost continuous travel over the lines from 
Winnipeg to the coast. After his retirement in October 
1946, he moved from Winnipeg to Vancouver. He is 
survived by his widow, five sisters, and one brother. 
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DR. NEIL M. McNEILL, a pioneer British Columbia 
physician, died in Vancouver on November 4. Dr. 
McNeill was born in Bruce County, Ont., and moved to 
Victoria when a child. He graduated from the Universit 

of Illinois in 1903, after which he did postgraduate wor 

at McGill University, Guy’s Hospital in London, and the 
oe of Vienna. On his return to British Columbia 
in 1906, he set up practice in Prince Rupert. In 1908 he 
performed the- first abdominal operation, an’ append- 
ectomy, in that city, using a table in the kitchen of the 
old Grand Trunk Hotel. During World War I Dr. McNeill 
was medical officer to the 102nd Battalion in France and 
later was with the 12th Field Ambulance. In World 
War II he served the Department of National War 
Services as medical adviser for British Columbia and 
the Yukon. He is survived by his widow, two sisters, 


_, and a brother. 


DR. WILLIAM MERVYN MARTIN, 61, died in 
Toronto) on October 16 after a long illness. He was born 
in North Bay, Ont., and graduated in medicine from the 
University of Toronto in 1915, after which he joined 
the medical corps, serving as captain. On his return to 
Toronto after the war, he practised medicine for a num- 
ber of years before moving to Englehart, where he 
opened a drug store along with his practice. Later he 
moved to Kirkland Lake before returning to Toronto 
because of illness. He had been on the staff of the De- 
partment of Veterans’ Affairs since 1939 and had carried 
on his work from a wheelchair during the past 14 years. 
He is survived by his widow, two daughters, two sons, 
and a brother. 


DR. HARRY MICAY, a graduate in medicine of the 
University of Manitoba in 1932, died on November 8 
at Rochester, Minnesota, at the age of 44. He practised 
for many years at Charleston, West Virginia, and was 
buried there. 


DR. GORDON B. NEW died in Rochester, Minnesota, 
on October 28. Born in 1885, he received his earlier 
education in Hamilton schools and graduated from the 
University of Toronto in medicine and dentistry, special- 
izing in oral surgery. In 1910 he joined the surgical staff 
of the Mayo Clinic, and from 1917 to 1951 was head 
of the departments of laryngology and oral and plastic 
surgery. He was responsible for much of the early de- 
velopmental work in these fields. A notable achievement 
was his invention of one variety of artificial larynx. He 
was vice-president of the American College of Surgeons 
and the recipient of a special citation from the American 
Society of Plastic and Reconstructive Surgery. Dr. New 
died following a short illness and an operation. He is 
survived by his widow and two sons. 


DR. PAUL PHILLIPS, 46, of Princeton, B.C., died on 
November 1 in Shaughnessy Hospital, Vancouver, after 
an illness of eight months. Dr. Phillips was born in York- 
shire, England, and came to Canada with his parents in 
1913. He attended the University of British Columbia 
and, later, the University of Alberta, from which he 
graduated in medicine in 1934. In 1937 he moved to 
Princeton and practised there until the outbreak of World 
War II. During the first nine months of the war he 
served as Canadian medical officer aboard the Queen 
Mary. Later he transferred to R.C.A.M.C. Unit No. 20 
and saw service in Belgium and Holland. On his dis- 
charge in 1946 he returned to Princeton to resume his 
practice. He is survived by his widow and two daughters. 
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DR. GORDON PRIESTMAN, 71, died on October 25 
at Kings Park, Long Island, N.Y. He was born in Wain- 
fleet Township, Ont., and graduated from the University 
of Toronto in 1910. After interning at the Erie County 
Hospital, Buffalo, N.Y., he joined the staff of the Willard 
State Hospital in that city. In 1919, after service in 
World War I, he returned to the Willard Hospital as 
senior physician and pathologist. From 1922 to 1926 
he served on the staff of the St. Lawrence State Hospital, 
Ogdensburg, N.Y., as pathologist. Later he joined Kings 
Park State Hospital as pathologist and director of clinical 
laboratories, a position which he held until his retire- 
ment in 1947. He is survived by his widow, two 
daughters, and a son, Dr. Maynard Priestman of Larch- 
mont, N.Y. 


DR. JOHN BURRIS REID, one of Truro’s best-known 
citizens and surgeons, died suddenly at his home on 
November 7. Dr. Reid was born in Middle Musquodoboit, 
N.S., in 1890 and graduated from Dalhousie Medical 
College in 1914. After postgraduate study in London in 
1920-21, he set up practice in Truro in 1923. He was 
a prominent member of the Nova Scotia Medical Board 
for the past 10 years and was a fellow of the American 
College of Surgeons. He is survived by his widow, one 
daughter, and a son, Dr. John Burris Reid, Jr., of Truro. 


DR. HAROLD F. RYKERT, 50, senior cardiac consultant 
at Sunnybrook Hospital, died at the Toronto General 
Hospital on November 15 from a heart attack. He under- 
went an operation a few hours earlier. Dr. Rykert was 
also an associate professor of medicine at the University 
of Toronto and was in charge of one of the three medical 
services at the Toronto General Hospital. For many 
years he had engaged in private practice as a cardiac 
specialist. He was born in Dundas, Ont., son of the late 
Dr. Arthur and Mrs. Rykert. He graduated in medicine 
from the University of Toronto and took postgraduate 
study in England. He was a fellow of the Royal College 
of Physicians and Surgeons of Canada and a fellow of 
the American College of Physicians. During World War 
II he served overseas with the 15th General Hospital, 
with the rank of major. He is survived by his widow, a 
son, and a sister. 


DR. ALFRED SIMARD, 84, of Quebec City, died on 
October 13 after a short illness. Dr. Simard, who was 
the city’s oldest physician, was known as “the doctor 
to the poor.” After graduating from Laval University 
in 1897, he practised for a short time at St. Urbain de 
Charlevoix before returning to Quebec and setting up 
his office in the crowded St. Sauveur district of the 
Lower Town. He retired three years ago after 57 years 
of practice. In recognition of his distinguished medical 
work, he received an honorary doctorate from Laval 
University. He is survived by two sons. 


DR. R. CAMERON STEWART died in Montreal on 
June 6, 1954. Born in Montreal in 1885, he graduated in 
medicine at McGill University and gained high honours 
in his course. He took up pediatrics soon after entering 
practice and was omaiabeh clinical assistant in that de- 
partment on the staff of the Royal Victoria Hospital under 
the late Dr. F. M. Fry. He remained a member of this 
department until his retirement in 1949, reaching the 
rank of Associate Pediatrician. Dr. Stewart belonged to 
the vanishing group of physicians practising internal 
medicine with a leaning towards pediatrics. His special 
interest was in infectious diseases, and he was on the 
staff of the Alexandra Hospital for Infectious Diseases 
for many years. 

Dr. Stewart in his work was disarmingly modest and 
completely unassuming. His diffidence at times hid his 
sound ground work in medical science. He was entirely 
unselfish by nature and always carried his load 


of the work cheerfully and without question. Beloved by 
his coJleagues, he is remembered with affection by all 
those who knew 


him. 


x 
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DR. CLARENCE C. YOUNG, a native of Guelph, Ont., 
died there on October 26. After practising for 31 years 
in Little Current, Ont., where he served also as medical 
officer, he returned to Guelph following his retirement 
a year ago. He graduated from the University of Toronto 
in 1911 and in the first few years thereafter practised 
in Sudbury, Ont., and was also a medical officer with 
the Canadian National Railways in Northern Ontario. 
Distinguished service in the First World War earned 
him the Military Cross in 1916, a bar to the Military 
Cross in 1917, and a second bar in 1918. In 1919 he 
received the D.S.O. from King George V. Dr. Young is 
survived by his widow and one sister. 
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Low Diastolic Pressure as a Clinical Feature 
of Rheumatoid Arthritis and Its Possible 
Etiologic Significance. 


TurRNER, L. W. AND LANsBurRy, J.: AM. J. M. 
Sc., 227: 503, 1954. 


Blood pressure readings were made in 320 unselected 
cases of rheumatoid arthritis. Arterial hypotension was 
so constant that the authors regard this finding as an 
integral feature of the disease. It may thus add ap- 
preciable weight to the differential denenite of the 
arthritides. The incidence of hypertension in cases of 
true rheumatoid arthriti$ is so rare (about 5% in this 
series) that a patient with both conditions should be 
suspected of having gout, osteoarthritis, chronic infectious 
arthritis, or some other non-rheumatoid form of arthritis. 
A careful appraisal of the emotional patterns of their 
patients suffering from rheumatoid arthritis led the 
authors to believe that in the great majority of their 
cases either an acute or chronic emotional stress pre- 
ceded the onset of the disease, and exacerbated it once 
it was established. In chronic essential hypertension, too, 
emotional stress plays a major precipitating and sustaining 
role. Which of these two dissimilar vascular responses 
will occur in any given case may possibly depend on 
anatomical differences in the nervous system associated 
with body type, or perhaps differences in basically condi- 
tional reflexes which may in some way determine the 
avenues for the discharge of energy over the efferent 
nervous pathways in response to severe emotional stress. 
Blockade of efferent neural discharges by Apresoline, 
or hexamethonium, or both, in hypertensive cases causes 
a series of syndromes closely resembling rheumatoid 
arthritis, disseminated lupus erythematosus and possibly 
scleroderma. The authors postulate that the precipitating 
factor in these diseases may therefore be a hypothalamic 
disturbance resulting in abnormal efferent neural dis- 
charges, and that in hypertensive cases the drug in- 
duces autonomic blockade, diverting this energy into 
those pathways which result in the production of the 

collagen diseases instead of hypertension. 
B. L. FRANK 


The Stomach in Pernicious Anzmia: 
A Cytologic Study. 


Massey, B. W. ANnp Rusin, C. E.: Am. J. M. 
Sc., 227: 481, 1954. 


It has been known for long that the blood picture in un- 
treated cases of pernicious anemia is characterized by 
large, abnormal cell forms, macrocytes and macropoly- 
cytes in the peripheral blood, megaloblasts and large 
leukocytes in the bone marrow. Cells of non-hzmato- 
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poietic origin from the cesophagus, lung, vagina and 
stomach also show macrocytosis and nuclear abnor- 
malities prior to treatment. After specific therapy these 
cells, like those of the blood, return to normal. 

There are, however, characteristic cells in the stomach 
in cases of pernicious anzemia, referred to as “P.A. cells,” 
which remain unaffected by treatment. The authors state 
that investigation of a larger series of cases is necessary 
to determine whether these “P.A. cells” are patho- 
gnomonic of pernicious anemia. If this proves to be true, 
then the diagnosis may be established despite institution 
of specific therapy; this would be of special advantage 
when shot-gun antianemic medication has been given, 
allowing combined system disease to pursue its in- 
sidious course. B. L. FRANK 


Complications Resulting from Protracted 
Insulin Coma. 


BRODWALL, S., SkULSTAD, A. AND SAGBERG, A. 
E.: J. Cin. AND Exper. PsycHopatu., 14: 184, 
1953. 


The most serious of the complications of insulin shock 
therapy is protracted coma. The final outcome of such 
coma may be complete recovery, partial recovery with 
various physical or mental defects, or even death: in 
certain series the mortality rate has been as high as 
16%. According to Spencer, who has collected 83 cases 
of protracted coma oe the literature, the majority of 
cases occur during the first fortnight: he also is of the 
opinion that changes occurring in organs other than the 
brain, for aie complications affecting the carbo- 
hydrate metabolism, may also enter the picture. The 
authors continue their review of the literature with ob- 
servations on the condition of angiospasm of the brain, 
carbohydrate metabolism of the tissue, vascular damage, 
and consumption of oxygen in the brain during coma. 
The pathological changes resulting from protracted coma 
are described as consisting of degeneration of the cells 
of the temporal and frontal lobes, basal ganglia de- 
generation, diffuse glial proliferation and hypertrophy 
of the endothelium. Of 276 cases treated with insulin 
shock therapy at Neevengaarden Mental Hospital serious 
complications occurred in only five cases: there was cor- 
relation of the duration and depth of the coma with the 
degree of resulting defect. W. F. T. TatLow 


Gynzxcomastia: A Review and An 
Analysis of 160 Cases. 


WHEELER, C. E., Caw ey, E. P., Gray, H. T. 
AND Curtis, A. C:: ANN. Int. MeEp., 40: 985, 
1954. 


The authors define gynzcomastia as a circumscribed, 
potentially reversible enlargement of the male breast 
which results from a combination of changes in the 
breast, including non-encapsulated increase of connective 
tissue, proliferation of the ducts of the mammary gland, 
increased vascularity and infiltration by chronic inflam- 
matory cells. The etiological factors may be grouped 
under hormone administration, physiological processes 
producing hormonal imbalance and pathological states 
producing hormonal imbalance. 


(Estrogenic hormones are particularly potent in pro- 
ducing gynzcomastia, but a similar effect may be pro- 
duced by parenteral administration of androgens or 
adrenal hormones. Chorionic gonadotrophin acts by 
stimulating the testicle to produce androgens and cestro- 
gens: pituitary hormones play an important part in the 
production of gynzecomastia in certain cases and the 
authors discuss the mechanisms involved. 

Gynzcomastia in conjunction with physiological ‘pro- 
cesses producing hormonal imbalance is frequently seen 
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in newborn infants as a result of transplacental passage 
of circulating maternal hormones. The gynecomastia of 
puberty may be due to increased amounts of pituitary, 
sien, and testicular hormones or to imbalance amongst 
these hormones. 

Pathological states may produce hormonal imbalance 
with resultant gynecomastia. Adrenal hypertrophy, some 
testicular tumours, removal of the testis by trauma or 
disease, and Klinefelter’s syndrome may all cause breast 
enlargement. It is well known that liver disease may 
also produce such an effect because of impaired inactiva- 
tion of cestrogenic substances, but it is found not only 
in liver disease but also in dietary (protein and vitamin 
B) deficiencies which show no demonstrable anatomical 
change in the liver cells. The authors comment that 
gynecomastia is a frequent manifestation of starvation 


» and they discuss the theories of its causation: they con- 


tinue with comments on digitalis, cardiac failure, Al- 
bright’s disease and pituitary disease, all of which may 
produce gynzcomastia. They conclude their review of 
the literature with the observation that a variety of 
other conditions including bronchogenic carcinoma, 
chronic suppurative lung disease, paraplegia, chronic 
ulcerative colitis, diabetes mellitus, renal tumours, hyper- 
thyroidism, leprosy, sarcoma of bone with metastases, and 
prostatectomy have all been associated with breast en- 
largement. 


The authors have reviewed the records of 160 cases 
of gynecomastia with special reference to age of onset; 
duration; whether unilateral or bilateral; presence of 
system disease; weight changes; digitalis administration; 
presence of testicular, pulmonary, hepatic, renal or 
cardiovascular disease; laboratory findings; and micro- 
scopic examination of breast and testicular tissue. In the 
73 cases where the onset was before the age of 25, 67 
had gynzcomastia in conjunction with puberty and 
adolescence. In the 87 cases where the onset was after 
the age of 25, five cases resulted from hormone 
administration, 57 had gynzecomastia in conjunction with 
underlying disease from a wide variety of causes, 14 had 
gynecomastia which might have been related to the 
underlying disease, and in 11-no demonstrable cause was 
found. The authors conclude that gynzcomastia in the 
adult is frequently a manifestation of serious underlying 
disease, and to the disease entities in which gynzecomastia 
has been described previously they add hypertension, 
chronic pyelonephritis, chronic glomerulonephritis, rheu- 
matoid arthritis, chronic generalized skin disease, angio- 
dermatomyositis and lymphoblastoma. Gynzecomastia 
between the ages of 11 at 25 is usually a part of the 
physiological process of puberty and adolescence, but 
even during this age it may be a manifestation of some 
underlying disease. Finally the authors point out that 
many of the patients in their series had had their breasts 
removed because of a diagnosis of carcinoma of the 
breast, and that frequently too much attention was paid 
to the breast and too little to the underlying condition. 


W. F. T. TatLow 


Toxicity of Isonicotinic Acid Hydrazides in 
Pulmonary Tuberculosis. 


Coates, E. O., Jr., Brickman, G. L. AND 
Meape, G. M.: A. M. A. Arcu. Int. MEp., 93: 
541, 1954. 


The authors report on the incidence of side effects 
amongst a group of 77 patients treated with isonicotinic 
acid hydrazide, iproniazid and a combination of the two 
with streptomycin and PAS for periods of six months or 
more. The toxic reactions related to the autonomic sys- 
tem were mild constipation, postural hypotension, dry- 
ness of mouth, urinary difficulties and occasional in- 
stances of impotence and tachycardia. The effects on 
the central nervous system consisted (especially with 
iproniazid combined with streptomycin and PAS) in 
euphoria, depression, loss of memory, visual and audi- 
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tory hallucinations, and personality changes. In addition, 
muscular irritability characterized by tremors, jerks and 
twitching of the muscles was observed; parzesthesiz and 
peripheral neuritis (two cases) were also observed. Some 
miscellaneous side effects included purpuric rash accom- 
panied by hzmoptysis in one patient receiving isoniazid 
and in two patients receiving ipronazid with strepto- 
mycin. Two instances of possible drug incompatibility 
were observed, and one fatality possibly related to 
iproniazid occurred. The authors also comment on the 
production of withdrawal symptoms by abrupt cessation 
of therapy, the chief being nightmares, muscular twitch- 
ings and difficulty with micturition. 

The dosage consisted of a standard 4 mgm. per kgm. 
of isoniazid and iproniazid, and 1 gm. streptomycin 
daily or one gm, twice a week with PAS given in a 12 
gm. daily dosage. Iproniazid given alone was clearly 
more toxic than isoniazid; in the patients given these 
drugs combined with PAS and streptomycin, reactions 
were more common with iproniazid. Termination of 
therapy on account of side effects was necessary in nine 
(20%) of 23 on combined treatment, compared with 
four (21%) out of 19 taking iproniazid alone. Among 
those taking isoniazid, treatment was terminated in only 
one patient, but insufficient numbers were available for 
comparing patients receiving isoniazid in the combined 
therapy. 

The authors comment on the causes of termination of 
therapy. Iproniazid given alone was stopped in one pa- 
tient for severe muscle twitching and spasms associated 
with increasing dyspnoea and cedema (but the authors 
suggest that the latter symptoms were related to right 
heart failure); a aime patient developed peripheral 
neuropathy, a third developed an agitated paranoid state 
and a fourth developed a fatal encephalitis. In their 
conclusions the authors state that iproniazid appears too 
toxic for general use, and, although they consider isoni- 
azid to be relatively free from serious side effects, they 
draw attention to some serious reactions which may 
occur with this drug too. W. F. T. TatLow 


SURGERY 


Late Results in the Treatment of One Hundred 
Cases of Acute Hzematogenous Osteomyelitis. 


TRUETA, J. AND Morcan, J. D.: Brir. J. Surc., 
41: 449, 1954. 


Of a series of 144 cases of acute osteomyelitis, those 
of rapid recovery without radiological changes (20), and 
those too recent to assess (24) were excluded. This left 
100 cases with three out of the four criteria: positive 
clinical history and examination, positive operative find- 
ings, positive bacteriological examination and _ radio- 
graphic bone changes. 

Early diagnosis is the most important factor in suc- 
cessful treatment, for the penicillin-sensitive coagulase- 
positive Staphylococcus aureus can be controlled by 
prompt and adequate supply of penicillin; 800,000 units 

enicillin daily is as good as 3,000,000 units and the 


of 
addition of sulphonamides helps in the early stages.: 


Infants tend to produce an enormous involucrum and 
adults tend to decalcification and pathological fracture. 
Most cases are not admitted to hospital till the fourth 
or fifth day; for these, early operative treatment aids the 
healing of bone by allowing rapid revascularization of 
the cortex and relieving intramedullary pressure. Infec- 


tive arthritis occurs early in 20% of infants, and joint 
tension should be relieved. Overgrowth of bone is fre- 
quent and imbalance of the foot or wrist may require 
secondary corrective surgery. Reduced growth of bone 
is now uncommon. 


Complete bone healing was obtained in 66 cases. The 
causes of poor results are discussed. 


BurRNs PLEWES 
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Secondary Chondrosarcoma. 


Co.ey, B. L. ANp HicinsotHaM, N. L.: ANN. 
Surc., 139: 547, 1954. 


Secondary chondrosarcoma is defined as chondrosarco- 
matous change in a benign tumour, either an enchon- 
droma or an ecchondroma. A primary chondrosarcoma is 
a malignant tumour apparently developing without a 
benign phase, and is seen in children and young adults. 
The danger of a benign cartilaginous tumour becoming 
malignant is not negligible. 

A series of 52 cases was studied; the average age 
was 38.9 years, and 31 were males and 21 females. Pain 
is the most common symptom of malignant change but 
it is less constant and more insidious than in osteogenic 
sarcoma. The opinion of an experienced radiologist is 
of great value and a biopsy diagnosis of “benign chon- 
droma” should be oak with reluctance in the face 
of suspicious clinical and radiological signs. It seems 
that a biopsy may not include the site of malignant 
change except by chance. The commonest site in this 
group was the ilium (12 cases). 

The best treatment is prevention by complete extirpa- 
tion of benign tumours of cartilage. The best method for 
secondary chondrosarcoma is surgical amputation, though 
local resection may be adequate in some cases. The prog- 
nosis for long survival is better than for osteogenic sar- 
coma or primary chondrosarcoma. Burns PLEWES 


The Toxic Effects of Citrated Blood and the 
Search for a Suitable Substitute for Use in 
Cardiac Surgery. 


Cooxson, B. A., Costras-DuriEux, J. AND 
Bamey, C. P.: “ANN. Surc., 139: 430, 1954. 


Arterial transfusion in experimental cardiac surgery is very 
valuable; when the whole coronary circulation is taken 
over, the composition of the blood is of great importance. 
The defects of the transfused blood are: it is venous, 
it becomes more acid with storage, and it contains 
citrate which removes ionized calcium from blood and 
tissues. Experiments are described to show the toxicity 
of citrated blood. Oxygenated heparinized blood is free 
of these drawbacks but is inconvenient for the blood- 
bank. A satisfactory substitute is oxygenated erythrocytes 
in modified fluid gelatin (M.F.G.) or Ringer-gelatin 
solution (E.R.G.). 


Citrate intoxication is a reality when blood is trans- 
fused rapidly, for sodium citrate is a cardiac depressant 
even in small doses. When metabolic activity is depressed 
in severe cardiac disease, and further depressed by hypo- 
thermia, the speed of citrate removal is lessened. It is 
suggested that barbiturates and nutritional deficiency also 
decrease citrate removal. Calcium chloride administration 
is a useful addition when patients receive massive doses 
of citrated blood. 

Oxygenated E.R.G. solution seems to be the material 
of choice in cardiac surgery; an extensive clinical trial 
is warranted. Burns PLEWES 


The Fallibility of Pancreatic. Biopsy. 
BowpeN, L.: ANN. SurRG., 139: 403, 1954. 


Biopsy of a mass in the head of the pancreas is fraught 
with danger from hemorrhage or fistula and the resulting 
diagnosis is very often erroneous. A correct diagnosis is 
more likely on the gross findings of hepatic or _peri- 
toneal metastases, or of old fat necrosis in the lesser 
omentum with common duct dilatation and cholecystitis. 
Pancreatitis with fibrosis is associated with carcinoma 
involving the pancreatic duct very frequently, and is the 


~ reason for the high incidence of false negative biopsies. 
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Of a series of 31 patients with carcinoma of the 
pancreas none are surviving except those who had pan- 
creaticoduodenectomy. Though the surgical mortality of 
this operation is high, the chances of a patient with a 
suspicious mass in the head of the pancreas surviving 
are greater if the surgeon takes an aggressive rather than 
a defeatist attitude. Diagnostically, biopsy is considered 
superfluous but dilatation of the common bile duct or 
pancreatic duct must be present. The surgeon must be 
prepared to find that he has performed a pancreatico- 
duodenectomy in 7% of cases for benign disease and for 
an occasional operative death among them. 

Though a patient surviving the operation has no as- 
surance of cure, all other treatments of carcinoma of the 
pancreas fail to arrest the disease. Burns PLEWES 


Anastomosis of the Obstructed Common 
Bile Duct to the Intestine. 


KiEINERT, H. E. anp Lance, A. M.: A. M. A. 
ArcH. SurG., 68: 408, 1954. 


A series of experiments on dogs showed that anastomosis 
of the obstructed common duct to duodenum or to a 
Roux-Y loop of jejunum caused cholecystitis, cholangitis 
and biliary cirrhosis. The degree of inflammatory change 
was less after choledochoduodenostomy. The gall bladder 
was most seriously inflamed and it is suggested that 
cholecystectomy should be performed when intestine is 
anastomosed to the common duct. Strictures did not 
occur at the anastomosis, but coaptation of mucosa to 
mucosa with cotton was carefully done. Inflammatory 
changes are minimal when the sphincter of Oddi is intact. 

Burns PLEWES 


OBSTETRICS AND GYNAECOLOGY 


Alterations of Potassium Metabolism 
in Pregnancy. 


Romney, S. L., MERRILL, J. P. AND Rem, D. 
E.: Am. J. Ospst. aNp Gynec., 68: 119, 1954. 


Hypokalemia and hyperkalemia are encountered in 
pregnancy, and consequences may be serious if these 
aberrations in potassium metabolism are not recognized 
and corrected. 

Hypokalemia was detected in patients with severe 
hyperemesis gravidarum; the resultant symptoms re- 
sponded dramatically to potassium replacement. The 
suggestion is offered that in patients with severe or 
marked forms of hyperemesis gravidarum potassium 
metabolism be carefully assessed. When death occurs in 
hyperemesis gravidarum the question is raised whether 
it might be caused by respiratory failure, the result of 
potassium depletion. 

Hyperkalemia was encountered in three cases with 
various complications of pregnancy associated with 
acute renal failure. In all cases, a hypotensive episode 
was believed to be the basis for the renal changes. 
Hyperkalemia as a complication of acute renal failure is 
believed to develop more rapidly in the pregnant than 
in the non-pregnant patient. The involuting placental site 
and decidua are regarded as additional sources for the 
release of potassium. 

The unpredictable tendency toward rapid potassium 
accumulation may warrant transfer of the obstetrical pa- 
tient with acute renal failure to a medical centre where 
earlier dialysis with the artificial kidney may be per- 
formed when indicated. Ross MitcHELL 


Renal Function Studies in the Toxzmia 

of Pregnancy. 

pE ALVAREZ, R. R. aNp Ricuarps, D. F.: Am. 
J. Osstr. AND Gynec., 68: 159, 1954. 


An analysis of the various renal function studies .used 
in toxeemia of pregnancy is presented. The blood urea 
nitrogen is not ordinarily elevated in toxemia of preg- 
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nancy; it is usually somewhat lower than the generally 
accepted normal for pregnancy, which appears to indi- 
cate possible damage to the liver. 

The urea clearance test is satisfactory as a rough index 
of determining glomerular filtration ability. The con- 
centration test is the most satisfactory means of determin- 
ing tubular integrity. The combination of the urea clear- 
ance test and the concentration test will give satisfactory 
indications regarding prognosis. 

The clinical classification of toxemia of pregnancy 
does not offer an accurate index of the underlying physio- 
pathological process. Ross MIrcHELL 


Tubal Function Test. 


Decuer, A. AND DEcKER, W. H.: OBstT. AND 
Gynec., 4: 35, 1954. 


The test is performed by depositing a sterile suspension 
of starch (Biosorb) over the fimbria or the surface of 
the ovary by means of the operating culdoscope or by 
cul-de-sac needling. The suspension may also be intro- 
duced at laparotomy, particularly during tuboplastic 
operations intended to restore tubal function. 

Twenty-four hours later the cervical mucus is removed 
by an intracervical pipette and spread on a microscope 
slide. The material is stained for two minutes with 
iodine. A positive result is obtained when the stained 
starch granules are recognized under the high power 
by their characteristic shape and dark-blue stain. 

It is thus possible to give a prognosis in those patients 
who, by usual methods, show tubal patency and yet 
fail to conceive, for patent or partially patent tubes that 
fail to transport starch will not transport ova. 

Ross MITCHELL 


Ovarian Tumours Complicating Pregnancy. 


GusTaFson, G. W., GARDINER, S. H. AND 
Stout, F. E.: Am. J. Opst. AND GyNEc., 67: 
1210, 1954. 


Forty-five cases of surgically proved ovarian tumours 
six cm. or larger complicating pregnancy have been 
collected. The methods of diagnosis are evaluated and 
errors in diagnosis (36%) are discussed. The types of 
complications, the surgical indications, and the results 
are presented. 


Patients operated upon for ovarian tumours in the 
first and second trimesters may be permitted to go into 
labour and delivered vaginally ied fear of wound 
disruption. Diagnosis of ovarian tumours in the third 
trimester is increasingly difficult. Diagnosis of an ovarian 
tumour 8 cm. or larger at term warrants Czesarean section 
and removal of the tumour. 

Ovarian tumours obstructing the birth canal are sub- 
jected to considerable pressure during labour. In the 
presence of a ruptured dermoid peritonitis is very likely 
to occur. Ross MIrcHELL 


THERAPEUTICS 


Treatment of Thyrotoxicosis With 
Potassium Perchlorate. 


Morcans, M. E. AND Trotter, W. R.: LANCET, 
1: 749, 1954. 


The authors describe the effects of treatment of thyro- 
toxicosis with this drug, which has inconspicuous toxic 
effects and is from a tenth to a three-hundredth of the 
cost of equivalent doses of other antithyroid drugs. 
Potassium perchlorate acts only on the iodide-concentrat- 
ing mechanism of the thyroid, whilst thiouracil prevents 
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the oxidation of iodide with its subsequent incorporation 
into protein molecules to form thyroglobulin. The authors 
point out that the perchlorate would become ineffective 
with blood iodide levels sufficiently high to raise the 
concentration within the thyroid to the level normally 
attained by the gland’s iodide concentrating mechanism. 
In such circumstances the drug could have no effect on 
hormone synthesis, and a patient under control with 
perchlorate might become decontrolled if he took an 
iodide preparation. The authors comment that this diffi- 
culty is only theoretical and they have not seen it. 


Potassium perchlorate was administered in 50 or 200 
mgm, tablets once or twice daily. Twenty-five patients, 
previously untreated, showed good clinical improvement 
with therapy, except one patient who required the addi- 
tion of 10 mgm. o inetho bhiourecil twice daily as well. 
Seventy-three patients were changed from methyl- 
thiouracil or methimazole to potassium perchlorate, and 
in only two cases was the control with perchlorate un- 
satisfactory compared with that by methylthiouracil or 
methimazole: ten other patients who had previously 
completed a course of methylthiouracil but who had re- 
lapsed were also treated with perchlorate satisfactorily. 
Among the 108 patients treated with perchlorate only 
one showed signs of myxoedema, suggesting that in the 
dosage used the drug is less antithyroid than is methyl- 
thiouracil. Toxic effects from perchlorate were incon- 
spicuous, although it is possible that it may act as a 
gastric irritant, for some signs suggesting such irritation 
were found in two cases with a previous history of 
dyspepsia. W. F. T. TatLow 


INDUSTRIAL MEDICINE 
What Stress Does to the Heart. 
Katz, L. N.: Inpust. MEp., 23: 267, 1954. 


This article reports a talk presented at the meeting 
of the Industrial Medical Association in April 1954. The 
author considers stress in the generic sense of a force 
or combination of forces, physical or emotional, which 
affects or puts a load upon the heart—to which 
the heart responds. He draws attention also to the fact 
that the response may differ according to whether the 
heart is normal or diseased. The diseases considered are 
the rheumatic, hypertensive, and atherosclerotic varieties. 


The consequences of stress to be evaluated are ana- 
tomical, physiological and emotional. Until the evidence 
is clear it cannot be said that a person is or is not a 
cardiac. In industry the unknown cardiac can cause 
more trouble than the known. The author indicates the 
four means by which the heart can adjust its work to 
stress, the limits to its effective response, and the re- 
sulting impairments when these limits are exceeded. In 
relating his subject to the cardiac in industry he em- 
phasizes the following: (1) No work situation can cause 
coronary closure and an infarction of the heart unless 
there is pre-existing coronary arteriosclerosis present, 
except when there has been a penetrating injury or a 
severe non-penetrating injury to the chest. (2) Work 
cannot cause coronary disease, hypertension or rheumatic 
heart disease. It is only under special circumstances that 
certain particulate matter in the dust can lead to a 
special form of heart disease—chronic cor pulmonale. 
(3) Work can aggravate the symptoms of heart disease 
already present. This is either the result of extraordinary 
effort unusual to the job or a progress of heart disease 
independent of the job. (4) Death of cardiac origin may 
arise on the job; it may be due to physical penetration 
of the heart or to stresses. 

Reference is made also to Cardiac Placement or Work 
Classification Units. This new approach has already 
revealed that most work is not too strenuous and that 
motivation, mental anxiety and taboos and prejudices 
play as great a role as the type of work. 


Marcaret H. WILton 


~ 1955. 
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FORTHCOMING MEETINGS 
CANADA 


CANADIAN ASSOCIATION OF RaproLocists, 18th Annual 
Meeting, Chateau Laurier, Ottawa, Ont. (Dr. D. L. 
McRae, Secretary, Montreal Neurological Institute, 
Montreal, Que.) January 10-12,.1955. 


CaNaDIAN HospiraL AssociATION, Biennial Meeting, 
Ottawa, Ont. (Executive Secretary: Dr. A. L. Swanson, 
280 Bloor Street West, Toronto 5, Ont.) May 9-11, 1955. 


CANADIAN ACADEMY OF ALLERGY, Annual Meeting, Royal 
York Hotel, Toronto, Ont. (Dr. P. A. Ryan, Acting 
Secretary, 229 St. Clair Avenue West, Toronto 7, Ont. ) 
June 21, 1955. 


British MepicAL ASSOCIATION, CANADIAN MEDICAL 
ASSOCIATION, ONTARIO MEDICAL ASSOCIATION, Conjoint 
Meeting, Toronto, Ont. (Dr. A. D. Kelly, General Secre- 
tary, Canadian Medical Association, 244 St. George 
Street, Toronto 5, Ont.) June 17-24, 1955. (Scientific 
Sessions June 20-24.) 


CaNaDIAN Pusiic HEALTH ASSOCIATION AND ALBERTA 
PusLic HEALTH AssociATIoN, Conjoint Meeting, Edmon- 
ton, Alta. (Dr. William Mosley, Honorary Secretary, 150 
College Street, Toronto 5, Ont.) September 6-8, 1955. 


NintH INTERNATIONAL CONGRESS ON RHEUMATIC Dis- 
EASES, Toronto, Ont. (Dr. Donald C. Graham, Chairman, 
Committee on General Arrangements, 240 St. George 
Street, Toronto 5, Ont.) June 23-28, 1957. 


UNITED STATES 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Annual 
Meeting, Hotel Sherman, Chicago, Ill. (Marion F. 
Langer, Ph.D., Executive Secretary, 1790 Broadway, New 
York 19, N.Y.) February 28 to March 2, 1955. 


INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SuR- 
GERY, Henry Ford Hospital, Detroit, Michigan. (Dr. Con- 
rad R. Lam, Chairman of Programme Committee, 2799 
be gn Boulevard, Detroit 2, Michigan.) March 17- 


AMERICAN DERMATOLOGICAL ASSOCIATION, Belleair, 


Florida. April 17-21, 1955. 


AMERICAN Rapium Society, Annual Meeting, Shoreham 
Hotel, Washington, D.C. (Dr. R. E. Tricke, Secretary, 
Mayo Clinic, Rochester, Minn.) April 21-23, 1955. 


INTER-AMERICAN CONGRESS OF RapioLocy, Shoreham 
Hotel, Washington, D.C. (Dr. E. P. Pendergrass, Secre- 
tary-General, 3400 Spruce Street, Philadelphia 4, Pa.) 
April 24-29, 1955. 


AMERICAN COLLEGE OF PuysictANs, Philadelphia, Pa. 
(Mr. E. R. Loveland, Executive Secretary, 4200 Pine 
Street, Philadelphia 4, Pa.) April 25-29, 1955. 


AMERICAN PsycHosoMaTic Society, Annual Meeting, 
Atlantic City, N.J. May 4-5, 1955. 


AMERICAN UroOLocicaAL AssoctATION, Biltmore Hotel, 
Los Angeles, California. (Dr. C. H. de T. Shivers, Secre- 
tary, 121 S. Illinois Ave., Atlantic City, N.J.) May 16-19, 
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OTHER COUNTRIES 


AMERICAN COLLEGE OF SURGEONS, Inter-American Ses- 
sion, Universidad Mayor de San Marcos de Lima, Lima, 
Peru. (Dr. M. L. Mason, Secretary, 40 East Erie Street, 
Chicago 11, Ill.) January 11-14, 1955. 


PAN-AMERICAN ACADEMY OF GENERAL PRACTICE, Lima, 
Peru. (Dr. Arturo Martinez, Secretary, 54 East 72nd 
Street, New York 21, N.Y.) February 11-25, 1955. 


Japan Mepicat Concress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, Kyoto, Japan. ) April 1-5, 1955. 


INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzer- 


land. (Dr. Max Thorek, Secretary-General, 1516 Lake 
Shore Drive, Chicago, Ill.) May 23-26, 1955. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, 
Lausanne, Switzerland. (Prof. Hauduroy, Secretary- 
General, 19 rue Cesar Roux, Lausanne, Switzerland. ) 
May 26-31, 1955. 


INTERNATIONAL HospirAL CoNnGrEss, Lucerne, Switzer- 
land. (Capt. J. E. Stone, Hon. Secretary, International 
Hospital Federation, 10 Old Jewry, London, E.C.2, 
England.) May 30-June 3, 1955. 


EuROPEAN CONGRESS ON RHEUMATISM, Scheveningen, 
The Hague, Netherlands. (Dr. H. van Swaay, Secretary, 
Pieter Bothstraat 12, The Hague, Netherlands.) June 
13-17, 1955. 


FourtH COMMONWEALTH HEALTH AND. TUBERCULOSIS 
CoNFERENCE, Royal Festival Hall, London, England. 
(Secretary-General, National Association for the Preven- 
tion of Tuberculosis, Tavistock House North, Tavistock 
Square, London, W.C.1, England.) June 21-25, 1955. 


INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England. (Secretary, P. Duys, 33, Prinsegracht, The 
Hague.) July 4-8, 1955. 


SECOND INTERNATIONAL CONGRESS OF THE _ INTER- 
NATIONAL DIABETES FEDERATION, Cambridge, England. 
(Organising Secretary, Mr. J. G. L. Jackson, Congress 
Office, 152 Harley Street, London, W.1, England.) 
July 4-8, 1955. 


INTERNATIONAL ANATOMICAL CONGRESS, Paris, France. 
(Prof. Gaston Cordier, Secretary-General, 45 rue des 
Saints-Péres, Paris 6e, France.) July 25-30, 1955. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF PsyCHO- 
TECHNOLOGY, London, England. (Dr. C. B. Frisby, 
President, National Institute of Industrial Psychology, 14 
Welbeck Street, London, England.) July 18-23, 1955. 


INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, 
Belgium. (Prof. C. Liebecq, Secretary-General, 17 Place 
Delcour, Liége, Belgium.) August 1-6, 1955. 


INTERNATIONAL CONGRESS OF PLAsTIC SURGERY, Stock- 
holm and Uppsala, Sweden. (Dr. Tord Skoog, General 
Secretary, Uppsala, Sweden.) Stockholm, August 1-4, 
and Uppsala, August 5, 1955. 


ConGREs DE LA LirHIASE Urtnarre, Evian ( Hte-Savoie), 
France. (Séc. Prof. Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris 8e, France.) September 2-4, 1955. 
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Tuirp INTERNATIONAL CONGRESS OF .VITAMIN “E”, 
Milan, Italy. Secretary of the Congress, Prof. Emilio 
Raverdino, Milano, via Pietro Verri 4, Italy.) Early 
September 1955. 


Wortp MepicaL AssoOcIATION, Vienna, Austria. (Dr. 
Louis H. Bauer, Secretary-General, 345 East 46th Street, 
New York 17, N.Y.) September 20-26, 1955. 





NEWS ITEMS 


ALBERTA 


Arrangements to create the position of associate pro- 
fessor of medical research at the University of Alberta 
were completed at a luncheon at the University on 
Friday, November 12. The position is to be maintained 
by funds provided by the Merrill Muttart Foundation. 
It is hoped that it will result in new discoveries in 
medical science and that the students of the University 
and the public generally will benefit from the work to 
be carried on. It is expected that an appointment will 
be made before September of this year, At the luncheon 
the Foundation was represented by Mr. and Mrs. M. D. 
Muttart, Mr. and Mrs. H. E. Mildon and Mr. E. R. 
Roach. The University was represented by Mr. C. M. 
Macleod, chairman of the board of governors, President 
Andrew Stewart, Dean J. W. Scott, Dr. D. R. Wilson, 
Dr. R. S. Fraser and Mr. A. G. Markle. 


BRITISH COLUMBIA 


The medical faculty of the University of British 
Columbia expects to have a new building near the 
Vancouver General Hospital as the first step in a per- 
manent building programme. This building will house 
clinical and pathological laboratories, and other facilities. 


A new chapter of Alpha Omega Alpha, a medical 
fraternity, was recently installed formally at the Uni- 
versity of British Columbia, and several prominent mem- 
bers of the Canadian medical profession were made 
honorary members of the Chapter. Among these were 
Dr. T. C. Routley, well known to us all as the past 
executive secretary of the Canadian Medical Association, 
and now president-elect of the combined British and 
Canadian Medical Associations; Dr. William Boyd, pro- 
fessor emeritus of pathology in the University of British 
Columbia, Faculty of Medicine; and Sir James Lear- 
month, professor of surgery at the University of Edin- 
burgh. The last named was the guest speaker at the 
monthly meeting of the Vancouver Medical Association 
on November 2. 


The medical forums which have, for the past two 
years, been put on by the B.C. Division of the Canadian 
Medical Association are attracting attention in many 
other cities, both here and in the United States of 
America, These forums are made possible by the gen- 
erosity and public spirit of the Vancouver Daily Province. 
Dr. Josiah Moore, treasurer of the American Medical 
Association, visiting Vancouver, was much impressed 
by this method of improving relations between the pro- 
fession and the public. 
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At the Clinical Congress of the American College of 
Surgeons held in Atlantic City recently, four B.C. physi- 
cians were made Fellows of the College. These were 
Drs. J. R. Siddall, Burnaby; Henry B. Lockhard, New 
Westminster; William M. Toone, North Vancouver; and 
Roger Wilson, Vancouver. 


There is a very active campaign on foot to rid Van- 
couver of its “smog”, which has gradually grown in 
density and extent till it is becoming a menace: primarily 
to health, since the irritating contents of this smoky pall 
can induce nasal and catarrhal disorders, and, as is sus- 
pected in Los Angeles, even worse consequences: and 
secondly to traffic, especially aerial traffic and to business 
in general. Airlines find Vancouver a hard city over 
which to navigate, and its airport is greatly handicapped 
by this mist. A survey is being conducted by officials 
of the municipalities concerned, in conjunction with the 
department of transport. 


The narcotic drug problem is present in Vancouver 
and other coast cities in a highly aggravated form, and 
municipal and provincial governments are deeply con- 
cerned over it. The Community Chest of Vancouver 
has again entered the lists, and has presented briefs to 
the B.C. Government outlining a five-point programme 
based on its extensive studies of the questions of treat- 
ment, rehabilitation and research. 

The Attorney-General of B.C., Hon. Robert Bonner, 
has offered his services in this matter and it is hoped 
that out of the work now being done a practical pro- 
gramme will evolve. 


The Women’s Auxiliary to the Children’s Health 
Centre at the Vancouver General Hospital held a most 
successful ball in October, at which some $4,800 was 
realized on behalf of the Centre. 


A home nursing class and a senior first-aid course are 
to be inaugurated at the Burnaby General Hospital. They 
will be conducted by the St. John Ambulance Society. 

This hospital’s request to the Municipal Council for 
the submission of a bylaw at the December elections, 
recorded here a month or two ago, has been granted, 
and the Council has agreed to submit this bylaw, which 
will just about double the bed space at the hospital. The 
latter has been grievously overcrowded for some months 
now. In this, of course, it is no different from its sister 
hospitals in Vancouver, where the daily bed occupation 
reached and passed the danger point quite a long time 
ago. This bed shortage, known as acute by a process of 
understatement, is occupying the minds of the provincial 
authorities, who are seakier means to alleviate it. The 
Hon. Eric Martin, Minister of Health, appears to be 
thoroughly conversant with the facts of the situation, 
and is evidently anxious to do all he can. 


J. H. MacDermor 


MANITOBA 


Beginning November 3, 16 lectures on surgery are 
being given in the Medical College for the General Practi- 
tioners Association of Manitoba. Attendance at these 
lectures will give a credit of 15 hours in the 50 hours 
required for accreditation by the charter of the College 
of General Practice. 


Grace Hospital has established a department of gen- 
eral practice. Three appointments from general practi- 
tioners will be made to the staff every three years. Each 
practitioner will serve on the honorary staff executive for 
one year of his three-year term and will function as head 
of the department. A public service for indigent patients 
will be set up. 
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Professor J. M. Lederman has been appointed chair- 
man of the department of pathology, University of Mani- 
toba. He succeeds Professor Dan Nicholson, who has 
resigned from active teaching on account of ill health. Dr. 
A. T. Mathers, dean of the medical school from 1931 to 
1949, becomes professor emeritus of psychiatry. 


The annual report of the Winnipeg General Hospital 
for 1953 indicates the position which this hospital holds 
as a centre of medical education. Two committees of the 
honorary attending staff have been set up to review 
medical records and tissues removed by surgery. A 
special cancer committee has been created under the 
chairmanship of the radiation therapist. A special com- 
mittee has been set up to study isotopes. Anzesthetists 
now render accounts for service instead of being on 
salary. Professional anzsthetic care for patients in the 
maternity pavilion has been established. An electro- 
encephalograph technician was trained for the Brandon 
Mental Hospital. A $2,000 electromyograph was 
purchased for use in the diagnosis of neuromuscular dis- 
orders. The director of the Manitoba Cancer Relief and 
Research Institute states that the cobalt therapy unit 
installed about two years ago is already overworked and 
hints that in the near future it should be replaced by a 
stronger unit. In 1953, of the total births registered in 
Winnipeg 48.7 % occurred in the maternity pavilion of 
the Winnipeg General Hospital. One of the activities of 
the department of medical research is the diagnosis of 
congenital heart lesions by cardiac catheterization. Dur- 
ing the year the Medical Centre apartments for the hous- 
ing of permanently employed nurses were opened. A 
still larger apartment building for permanent hospital 
employees is under construction. Both are very close 
to the hospital. The Social Service Department has been 
active. The director served as chairman of the Health 
Division and as a board member of the Welfare Council 
of Greater Winnipeg and several other welfare bodies. 


Dr. George C. Sisler has been appointed chairman of 
the newly created department of psychiatry, faculty of 
medicine, University of Manitoba. In addition to teach- 
ing psychiatry to undergraduate students he will direct a 
programme of graduate training. He was born in Winni- 
peg and is a graduate of Manitoba University. 


The chairman of the Birtle hospital board expects to 
open the 16-bed hospital on December 1. Cost of the 
building and equipment is estimated at $140,000. It will 
serve the towns of Solsgirth, Foxwarren, and St. Lazare, 
the rural municipality of Birtle and part of Ellice muni- 
cipality. The Sisters of the Order of St. Benedict will be 
in charge of the hospital. 


Dr. A. M. Goodwin, representing the Manitoba Medi- 
cal Association, and Dr. Lennox Bell, Dean of Medicine, 
University of Manitoba, have been named to the 16- 
member commission which is to deal with the provision 
of a disability allowance for totally and permanently dis- 
abled persons in Manitoba. The allowance will be given 
to persons over 18 years of age. 


A dinner was given at Manitoba Club, Winnipeg, on 
December 1 in honour of Drs. M. R. MacCharles, C. W. 
Burns and H. D. Morse, who are retiring from the 
henorary surgical staff of the Winnipeg General Hospital. 


At the recent annual meeting in Atlantic City, four. 
Manitobans were inducted as fellows of the American 
College of Surgeons. They are Dr. Harold S. Evans, 
Sieeitae Dr. Gordon P. Fahrni, Dr. Colin C. Ferguson 
and Dr. Walter J. McCord, all of Winnipeg. 


Ross MITCHELL 
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QUEBEC 


Dr. William Evans, physician to the Cardiac Depart- 
ment, London Hospital, and physician to the National 
Heart Hospital, London, England, addressed on October 
1 a joint meeting of the Montreal Medico-Chirurgical 
Society and the McGill University Diploma Course. His 
subject was common errors in the diagnosis of heart 
disease. He particularly emphasized the sequele that 
may be associated with a superficial and careless diag- 
nosis. Some 20% of patients, whose condition might 
indicate serious heart disease, have healthy hearts. Re- 
search has shown that even of those patients complaining 
of typical cardiac pain, 20% had normal electrocardio- 
grams. Hearts that appear to be enlarged on x-ray ex- 
amination may be displaced or flattened hearts. Heart 
sounds and murmurs can also very misleading. In 
regard to the drugs for reducing high blood 
Dr. Evans stated: “I make a prediction that they will 
go out of fashion. And why not tonight?” 

The annual fall clinical convention of the Montreal 
Medico-Chirurgical Society was held this year from 
October 18 to 23. The attendance was very good, and it 
was gratifying to see so many out-of-town doctors in 
attendance. The presentations at all the participating hos- 
pitals were excellent; these hospitals included the Royal 
Victoria Montreal Maternity, Montreal Neurological 
Institute, Royal Victoria, Montreal General, Children’s 
Memorial, Royal Edward Laurentian, Jewish General, 
St. Mary’s and Queen Mary Veterans’ Hospitals. 

On the evening of October 21, Dr. Arthur S. Abram- 
son, clinical professor of physical medicine and rehabili- 
tation, New York Medical College, delivered the 17th 
annual Louis Gross memorial lecture at the Jewish 
General Hospital. He spoke on rehabilitation in geriatric 
practice. Dr. Abramson, himself a paraplegic as a result 
of a sniper’s bullet in World War II, emphasized that 
something must be done about the greatly increased _per- 
centage of the population in the older age groups and the 
disabled. Mortality statistics tell us that people are living 
longer but not happily because they are not usefully 
engaged. The resources are there to correct this situation. 
It is important that the problem of the aged and dis- 
abled be redefined by the general public as well as by 
the medical profession. Dr. Abramson emphasized that 
in his experience 75% of those disabled trom cerebral 
vascular causes could be usefully employed through ap- 

ropriate measures of rehabilitation. Rehabilitation has 

en successful in 86% of the atherosclerosis group and 
in 96% of the traumatic paraplegic group. He recom- 
mended sheltered workshops for those not acceptable 
for employment otherwise. 


The second Francis J. Shepherd memorial lecture, 
established at the Montreal General Hospital, was given 
this year by Sir Stewart Duke-Elder on October 5. This 
was probably the last official occasion when the old surgi- 
cal amphitheatre in the Central Division would be used 
for this purpose. It was here that Dr. Shepherd, on the 
hospital staff and later chief surgeon and consultant from 
1883 to his death in 1929, operated and taught. Sir 
Stewart paid particular attention to the scientist and the 
clinical man. The scientist must be brought into the 
hospital since one cannot make a bed for the patient 
in the laboratory. We must make the scientist appreciate 
the humanity of medicine and teach the doctor the aims 
as well as the limitations of science. 


On November 4 and 5 the American Psychiatric As- 
sociation held a regional research conference at McGill 
University. Doctors from many parts of Canada and the 
United States discussed a variety of subjects connected 
with psvchiatry. The principal address, midway through 
the conference, was given by Dr. O. M. Solandt, chair- 
man of the Defence Research Board, at a dinner in the 
Faculty Club. He particularly emphasized that in the 
long run we will have to improve the relationship be- 
tween man and man to the point where war will be 
unnecessary. 


ressure, “* 
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The Montreal Medico-Chirurgical Society introduced 
somewhat of an innovation for their first regular meeting 
for the session 1954-55 which was held at Queen Mary 
Veterans’ Hospital on November 5. Instead of a single 
local or outside speaker, we heard outstanding presenta- 
tions by four of our local colleagues. Dr. J. Preston Robb 
spoke on quackery in the treatment of cerebral palsy, 
Dr. S. A. MacDonald on prostatectomy, Dr. George B. 
Maughan on adequate prenatal care, and Dr. M. R. 
Stalker on the College of General Practice of Canada. 


On Sunday, October 10, an inaugural ceremony was 
held at the Jewish General Hospital in Montreal mark- 
ing the official opening of the new north and west 
wings of the hospital. These wings raise the sages 
of this hospital by 160 beds to a total of 400. They will 
also add new x-ray and outpatient departments, research 
facilities and animal experimental laboratories. This marks 
the completion of the second phase of the hospital’s 
$5,500,000 expansion programme. The Jewish General 
Hospital has also announced the creation of a new post, 
full-time director of the department of medicine. Dr. 
Martin Hoffman, associate professor of medicine and 
psychiatry at McGill University, has been appointed to 
fill this post as of March 1. Dr. Hoffman will supervise 
the public medical wards and outpatient clinics, imple- 
ment the training programme for resident medical staff 
and carry on the programme of postgraduate instruction. 
He will also direct the expanded research programme of 
this hospital. A. H. NEvuFELD 


SASKATCHEWAN 


A total of 69 flight requests were completed by the 
Saskatchewan Government Air Ambulance Service dur- 
ing September. Thirty-six of these flights were made 
from Regina, while 33 were completed by the crew 
stationed at Saskatoon. Twenty-three flights related to 
accidents, seven to patients with poliomyelitis and eight 
to patieats with cancer. 


In the recent civic elections in Regina, the electors 
rejected the fluoridation of their water supplies by a 3-to- 
2 margin in a vote which climaxed a year-long wrangle 
over the question. Though City Council is not Sia = 
the result, it is not likel that fluoridation will now be 
started, at least not ot. another vote is taken in some 
future year. It is equally unlikely that the question 
is dead. With dental and medical opinion almost un- 
animously backing the measure and an increasing number 
of communities getting fluoridation, it is almost certain 
that the issue will be raised again in Regina. In com- 
menting editorally the Leader Post stated, “It is to be 
regretted that the electors ignored the mass of scientific, 
dental and medical testimony in favour of fluoridation by 
voting down the treatment in Regina water so over- 
whelmingly.” 

In Saskatoon fluoridation was voted in by the electors 
with a margin of 331 votes; 9,781 were in favour and 
9,450 were opposed. 


In reviewing the recent judgment of the Supreme 
Court of Canada in the case in which Dr. David H. 
Arnott was appellant and the College of Physicians and 
Surgeons of Saskatchewan respondent, when the former’s 
appeal was dismissed with costs, it is of interest to note 
the following comments. 


The judgment in the Supreme Court was unanimous, 
as was the judgment handed down by the Saskatchewan 
Court of Appeal. 

It was held in agreement with the Court of Appeal 
that the publication in the Saskatchewan Medical 
Quarterly of the statement objected to by the appellant, 
Dr, Amott, was made “upon occasion appropriately de- 
scribed as one of qualified privilege.” 
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Chief Justice Martin’s statement that the College as 
a statutory body “does not exist merely for the protection 
of its members in a professional capacity, but also for the 
purpose of safeguarding the health and welfare of the 
people of the province” (i.e. Saskatchewan) was agreed 
with. In bringing the information relative to the Koch 
treatment to the public it is discharging a duty it owes 
to the people in serving the common convenience and 
welfare of society. 


From the judgment delivered it would appear as if 
it were felt that the members of the respondent’s Cancer 
Commission honestly and in good faith entertained the 
conviction that the Koch treatment was without merit 
and that the respondent in adopting this report at its 
annual meeting acted with equal honesty and good faith. 
Entertaining this view and possessing knowledge that this 
treatment was being prescribed by some of its members 
to the citizens of Saskatchewan, it was acting within the 
scope of its duty to the public in publishing the report 
in the Quarterly. Moreover it was stated that the re- 
spondent owes a duty to similar bodies and to libraries 
and individuals who are outside the province and par- 
ticularly those associated with the work of public health. 
It was but serving the common or general interests of 
the people of Saskatchewan and co-operating with other 
bodies outside the province interested in public health 
in making its views known through the medium of this 
publication. Throughout, as the jury found, the re- 
spondent acted without malice. 


A member of the first class to graduate in medicine in 
1957 from the University of Saskatchewan will be eligible 
to receive the Dr. Hugh McLean prize in surgery. This 
award has been made available through the generosity 
of Dr. J. B. Ritchie of Regina in honour of his friend 
and former associate, Dr. Hugh McLean. Dr. McLean 
graduated in medicine from Toronto in 1906 and prac- 
tised in Saskatchewan for more than 30 years. He is 
now retired and living in California. 


A grant of $250,000 to the University of Saskatchewan 
for the construction of a medical research centre on the 
campus has been made by the Saskatchewan Division 
of the Canadian Cancer Society. In addition, the Society 
will provide $60,000 for equipment and furnishings. 
Research now conducted in the cancer clinic at the 
University Hospital will be extended in the new unit. 
Space in all likelihood will be allocated to medical 
scientists from other departments, and for animal 
quarters for the provision of which additional funds will 

» sought from other sources. This new centre, it is 
expected, will provide facilities for medical research, not 
necessarily cancer research although the latter must 
receive priority. 


A travelling fellowship.has been awarded-to Dr. G. J. 
Miller, associate professor of physiology, University of 
Saskatchewan, by the United Commercial Travellers of 
Saskatchewan. Professor Altschul, histology, and Dr. Fee 
of the Cancer Clinic received equivalent grants. 


It is hoped that by January a minimum of a hundred 
beds will be available for admission of patients at the 
University Hospital. Dean emeritus W. S. Lindsay has 
been acting as secretary of the University Hospital. On 
October 1, Dr. A. L. Swanson began his appointment as 
executive director of the hospital. . 


Fellows of the Royal College of Physicians and Sur- 
geons of Canada who are resident in Saskatchewan were 
very pleased to learn at the annual meeting in Winnipeg 
in October of the honourable role played by Regina in 
the formation of the College. 
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From Dean Macleod it is learned that Dr. T. E. Hunt 
has been given a professorial post in rehabilitation medi- 
cine; Dr. Douglas Buchan, alumnus of the University of 
Saskatchewan and of Manitoba, has joined the Depart- 
ment after two years in gastro-intestinal research at 
Cornell University. Dr. Louis Horlick of Montreal, with 
a dual appointment in medicine and biochemistry, will 
continue his research in atherosclerosis and cardiology. 


Reference has already been made in these columns to 
the appointment of Dr. A. B. Brown, Queen’s University 
and ieee Hopkins Hospital, as professor of obstetrics 
and gynecology and chief of the department in the 
University Hospital, and of Dr. I. M. Hilliard of the 
University of Toronto to corresponding posts in medicine. 
In surgery the chair is held by Dr. Eric M. Nanson of 
New Zealand, formerly lecturer at the University of 
Bristol and associate professor at Johns Hopkins Uni- 
versity. Dr. D. G. McKerracher, director of psychiatric 
services in Saskatchewan since 1946, is professor of 
psychiatry. A full-time professorship in diagnostic radi- 
ology is heid by Dr. E. W. Spencer of Saskatoon. Dr. 
D. F. Moore, professor of pathology, has been made 
director of pathological laboratories in the hospital. 

G. W. Peacock 


NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Naval Headquarters has announced that two medical 
officers have been promoted to the rank of surgeon 
lieutenant commander. They are Surgeon Lieutenant 
D. G. Woods and Surgeon Lieutenant D. A. Maciver. 
Dr. Woods is at present in the R.C.N. Hospital, Esqui- 
malt, B.C., and Dr. Maciver is in the Naval Hospital in 
Halifax, Nova Scotia. 


Two of the Royal Canadian Navy destroyers have 
recently returned from service in Korea for the past year, 
bringing back with them two medical officers who served 
in those ships. They are Surgeon Lieutenant G. B. Page, 
who was in H.M.C.S. Crusader and who has now been 
appointed to the R.C.N. Hospital, Esquimalt, B.C.; and 
Surgeon Lieutenant E. T. Geraghty, who was in H.M.C.S. 
— and will be going to the R.C.N. Hospital, Hali- 
ax, N.S. 


One medical officer has recently left the West Coast 
for service in Korea. He is Surgeon Lieutenant D. K. 
Wedderspoon, who was appointed to H.M.C.S. Sioux. 


A Naval medical officer has become the first doctor 
to circumnavigate the North American continent. He is 
Surgeon Lieutenant D. J. Kidd, who is serving in the 
Royal Canadian Navy icebreaker H.M.C.S. Labrador 
which recently completed a voyage from Halifax across 
the north of the continent and back through the 
Panama Canal to its base on the East coast. 


Colonel G. L. Morgan Smith, C.B.E., C.D., attended 
Exercise “Battle Royal” in Germany and the Director 
General of Army Medical Services’ annual Exercise 
“Avernus” in Aldershot during the month of October, 
1954. He also inspected the R.C.A.M.C. staff in the 
British Military Hospital, Iserlohn, Germany, where 
soldiers of the lst Canadian Infantry Brigade and their 
dependents receive hospital care. 


Lieutenant Colonel F. C. Pace, C.D., retired from the 
Canadian Army (Regular) on October 10, 1954. He has 
been appointed chief of the Special Weapons Section 
of the Civil Defence Health Planning Group at Federal 
Civil Defence Headquarters in Ottawa. 
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BOOK REVIEWS 


THE PATHOLOGY OF TRAUMA 


A. R. Moritz, Professor of Pathology and 
Director of the Institute of Pathology of the 
School of Medicine of Western Reserve Uni- 
versity, Cleveland, Ohio. 414 pp. illust. 2nd ed. 
$8.50. Lea & Febiger, Philadelphia; The 
Macmillan Co. of Canada Ltd., Toronto, 1954. 


The first edition of this volume which appeared in 
1942 was widely accepted as a major contribution to the 
subject. Many revisions and additions have been made 
in the present edition. It has brought together pertinent 
experimental work and data from the fields of industry, 
transportation, war and crime to relate these in a basic 
discipline of pathology. The result is a concise and 
authoritative account of the anatomical and physiological 
effects of violent injury and the relationship of trauma to 
disease. For the pathologist, it provides a wealth of in- 
formation of value in interpreting the causes and events 
leading to violent injury and death. A new chapter 
on the medico-legal autopsy is an account with which 
every pathologist should be familiar. The surgeon who 
deals with accidents and injuries of violence will find 
valuable discussions of the anatomical types, pathogenesis 
and physiological effects of most injuries. For those 
interested in compensation cases and liability suits, the 
full discussion of such subjects as trauma and tumours, 
mechanical injuries in relation to cardiac damage, pul- 
monary disease, chronic peptic ulcer, appendicitis and 
diabetes will be helpful. The reader, whether pathologist, 
clinician, attorney, officer-of-law, or even fiction writer, 
will find this an invaluable guide to the interpretation of 
traumatic processes. 


HYPERTENSION AND NEPHRITIS 


A. M. Fishberg, Director of Medicine, Beth 
Israel Hospital, New York; Clinical Professor 
of Medicine, Post-Graduate Medical School of 
New York University, New York. 986 pp. illust. 
5th ed. $12.50. Lea & Febiger, Philadelphia; 
The Macmillan Company of Canada Limited, 
Toronto, 1954. 


Students are sometimes unnecessarily daunted by the size 
of a book, forgetting that it is often easier to learn from 
an extended exposition of a subject than from a brief 
summary. Dr. Fishberg’s monograph on hypertension and 
nephritis, which now reappears after a lapse of fifteen 
years, is a case in point. Although there are nearly a 
thousand pages of text, the style is so easy and clear 
and the author’s views are so well expounded that read- 
ing this volume almost seems a short-cut to the under- 
standing of these difficult aspects of internal medicine. 
Dr. Fishberg rightly claims that this is a book written 
by a practitioner for practitioners. In his new edition 
he has brought it right up to date and given much- 
needed guidance to practitioners. He leaves the reader 
in no doubt about his views: “Unfortunately, the great 
newspaper publicity given the artificial kidney has led 
to demands for it in conditions in which it can not be 
of value.” “As yet, however, those inquiring about the 
feasibility of homotransplantation of the kidney must be 
told, in fairness, that it has not yet been shown to be a 
procedure which prolongs life.” About sympathectomy he 
says: “So great differences by the cognoscenti after so 
many years are strong indications that — while the opera- 
tion is still advisable faute de mieux in some cases—it 
is far from a sovereign remedy.” Again he holds that, 
“It does not appear that the sleds of adrenalectomy in 
hypertensive disease has been established,” though he 
considers that further trial in otherwise hopeless case is 
desirable. He puts the rice diet in proper perspective: 
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“Rice has no specific virtues; it is merely a food which 
is almost sodium-free, contains only trivial amounts of 
fat, and affords a modest amount of protein as well as 
considerable energy from carbohydrate.” These examples 
may help to show that Dr., Fishberg’s work is not only 
tor the academically-minded but also for those needing 
a plain answer to a practical question. 


THE MEANING OF SOCIAL MEDICINE 


I. Galdston, Secretary, Medical Information 
Bureau, The New York Academy of Medicine. 
137 pp. $3.60. Harvard University Press, Cam- 
bridge, Mass.; S. J. Reginald Saunders & 
Company Limited, Toronto 1, 1954. 


grt 


Two classes of person should read this stimulating essay— 
those who feel complacent about the achievements of 
modern medicine, and those who don’t. The author seeks 
to define social medicine, showing how nebulous and 
how varied some of the current concepts of the subject 
are. He makes a very clear distinction between social 
medicine and socialized medicine: “Socialized medicine 
envisages the perpetuation of current medical thought 
and practice; social medicine their radical reform.” “The 
proponent of social medicine is opposed to socialized 
medicine not because it is politically bad, which it may 
well be, but because it is bad medicine.” 

Dr. Galdston indicates that social medicine is not a 
mere union of preventive and curative medicine, or 
even a union of the social and medical sciences, 


‘although both of these definitions are still currently used. 


It represents an attempt to change the entire basis of 
medical education and practice, and get doctors into the 
habit of regarding a patient not as a collection of patho- 
logical findings but as someone with a place in society. 
It also stresses the possible importance of the patient’s 
social setting in causing his illness, and seeks to study 
the social etiology of disease. 

The history of social medicine is traced from the 
humanitarian movement of the 19th century, and Guérin’s 
definition of the term in 1848, through the years of the 
stifling influence of the bacteriologists and the years of 
revival of distrust in etiological medicine (with due 
emphasis on the effect of the 1919 influenza pandemic), 
up to the first British experiments and their disappoint- 
ments. The book ends, in fact, with a sketch of the 
development of social medicine in England. 

It is the author’s firm conviction—shared by many— 
that the so-called triumphs of medicine are only ex- 
changing morbidity for mortality. We are saving lives 
at the expense of creating a large population of persons 
whose physical or mental condition prevents their en- 
joying life to the full. From his general condemnation of 
the present orientation in a thinking, Dr. Galdston 
exempts pediatrics and psychiatry. 

Perhaps the most obvious inference to be drawn from 
this essay is that some protagonists of social medicine do 
not quite know where they are going, in which case 
the rank and file of medicine can hardly be blamed for 
not following them. 


PRACTICAL OBSTETRICS 


B. T. Mayes, Professor of Obstetrics, University 
of Sydney; Senior Honorary Obstetrician, King 
George V Memorial Hospital for Mothers and 
Babies, Sydney. 500 pp. illust. 2nd ed. 87/6d. 
Angus and Robertson, Sydney, 1954. 


We always ——— something different from Australia, and 
the present volume fulfils this expectation. Professor Mayes 


is professor of obstetrics in the University of Sydney and 
obviously quite a personality among obstetricians, with 
a fine sense of the dramatic. This is the second and en- 
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larged edition of what the author calls a handbook of 
helpful hints for general practitioners called upon to 
practise obstetrics. It is written in the form of talks on 
cases to colleagues, and is extremely easy to read. The 
subjects discussed include most of the problems arising 
in obstetric management—resuscitation of the newborn 
and vomiting in pregnancy are two notable omissions; 
the author wisely prefers to say what he has done rather 
than what might be done. There are some unusual topics, 
such as the management of pregnancy complicated by 
rubella, the question of vaginal delivery after Czesarean 
section, and the occurrence of blindness in obstetrics. 

Dr. Mayes might make clearer whether his rather 
hostile attitude to artificial insemination—“as a practical 
solution of sterility it has little value’—is directed to 
donor insemination alone. The practical suggestion is 
made that the only safe method of protection of future 
rights of offspring resulting from D.A.I. is their legal 
an Of “natural” childbirth he says, “The question 
is whether civilization can go into reverse to regain the 
labour of the lubra [primitive woman] without taking 
with it into regression many other attributes of the 
twentieth-century Homo sapiens which it is eminently 
desirable that we should retain. I have my doubts.” 

As an example of his lively style, we quote his com- 
ment on the “devilish impulse to pull once you have 
got the forceps on.” He says, “There are plenty of op- 
portunities ot getting a dent in your head after birth 
and it is a pretty poor show to start a citizen off in life 
with a head injury!” Again, comparing prolapse of the 
cord with interruption of a diver’s air-tube, he remarks, 
“What would you, as a diver, say in such circumstances? 
Would you quietly say, ‘Please restore the patency of my 
air-tube?’ Or would you say urgently, ‘Pull me up out 
of this place as quickly as you can’? I know what I 
should say. The baby would say, “Deliver me’.” 

This is definitely a book worth reading by anyone with 
an interest in practical obstetrics. It will bring pleasure 
and profit. 
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SPINAL EPIDURAL ANALGESIA 


P. R. Bromage, Consultant Anesthetist, Chi- 
chester Hospitals Group. 123 pp. illust. $2.50. 
E. & S. Livingstone Ltd., Edinburgh and 
London; The Macmillan Company of Canada 
Limited, Toronto 2, 1954. 


This monograph describes the author’s own experience 
with spinal epidural analgesia, at the same time being 
well supported by reference material. Although the series 
of cases is not great, it appears to be a representative 
One. 

The anatomy, physiology and mechanics of the pro- 
cedure are not profoundly set forth but there is sufficient 
detail to give a sound practical concept, and current 
thought is incorporated. Table I, page 19, is useful. It 
depicts the relationship between the analgesic solution 
in the epidural space and the depression of nerve fibres 


“of different calibre. It is a pity that the only solution 


mentioned is Nupercaine, as this drug is not in general 
use on this continent. Perhaps in the next edition the 
author will be able to enlarge upon this. Observations 
concerning hypotension, with its specific effects upon 
essential organs, are well placed, but the section on 
pressor agents could with advantage have been de- 
veloped. 

The various methods of inducing spinal epidural 
analgesia are well described, easy to follow, and ade- 
quately illustrated. The procedures comprise the single 
dose technique utilizing a variety of drugs, includin 
those in current use on this continent, and the standar 
continuous technique. Their application to therapy as 
well as anesthesia is dealt with in an able manner. 


The only criticism of this portion concerns the solu- 
tion used. On page 28 a “procaine-Nupercaine” solution 
is mentioned without revealing the concentrations; on 
page 65 the solution is said to be one in which 1 gm. of 
procaine is added to 2 ampoules, each of 30 ml. of 
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Nupercaine. This latter is probably of a concentration of 
1 in 500 or 1 in 600. 

A possible criticism concérns the “prolongation effect” 

produced by such agents as P.V.P. The reviewer knows 
of no experimental work which proves that these agents, 
when in pure solution, are entirely harmless either to 
nerve roots or spinal cord, if in the latter instance they 
should inadvertently be introduced into the subarachnoid 
space. 
i the title implies, the author considers only the 
spinal form of epidural analgesia while omitting the 
caudal type. Had the latter been included, this excellent 
text would have advantageously been more compre- 
hensive. Even so, the book is well worth a position in the 
aneesthetist’s library, to be studied by resident and 
specialist alike. 


PAEDIATRIC PROBLEMS IN CLINICAL 
PRACTICE 


H. Michal-Smith, Chief Clinical Psychologist, 
Flower and Fifth Avenue Hospital; Research 
Associate in Pediatrics, New York Medical 
College, New York City. 310 pp. $6.00. 
Grune & Stratton, New York; The Ryerson® 
Press, Toronto, 1954. 


This book is primarily intended to stress the need for 
methods of treatment of the non-fatal but handicapping 
diseases from which children suffer. Each section is 
written by a different contributor. There are sections 
on the normal and the sick child and sections on the 
emotionally disturbed child, the schizophrenic child, the 
mentally retarded child, the brain injured child, the 
cerebral palsy child, the orthopzedically handicapped 
child, the allergic child, the cardiac child, the diabetic 
child, the epileptic child and the tuberculous child. 

Each section is well written by a competent authority 
and is in quite practical terms for the general practitioner, 
particularly since it stresses the need for treating chronic 
illness in children with as“much care as the more ably 
treated acute illness. 


NASH’S SURGICAL PHYSIOLOGY 


Edited by B. Blades, Professor of Surgery, The 
George Washington University School of Medi- 
cine. 686 pp. illust. 2nd ed. $13.75. Charles C 
Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1958. 


A copy of the first edition of this book has been in the 
reviewer's possession for a number of years. Its detail 
and conciseness made it a constant companion. It is 
therefore pleasant to see this revised second edition, by 
Dr. Brian Blades and his collaborators. The general lay- 
out remains essentially the same, except for some useful 
chapter grouping. Much of the previous material has 
been revised while some has been completely replaced. 
The section on the cardiovascular system has been ampli- 
fied and clarified. Illustrations include some of cardiac 
catheterization with explanation of the Fick principle. 
Dr. E. J. Beattie, who is responsible for this portion of 
the text, has also developed the theme of surgery in 
congenital and acquired heart disease. The section on 
the peripheral part of this system has, in this edition, 
been more clearly arranged and brought up to date by 
Dr. Leon Gerber. Discussion of intraarterial transfusion 
is now included. 

Drs. Meloy and Latterman have reedited the section 
on burns, producing a chapter on the physiology of 
burns and tissue repair which includes the various types 
of tissue transplants. 

Dr. W. S. McCune has revised and extended that 
portion of the book dealing with the intestinal tract, 
which now is better illustrated. Especially is this so in 
the case of intestinal obstruction. The physiology of ,the 
liver has been brought up to date by Dr. Vincent M. 
Iovine, who also has dealt with vitamins in surgery and 
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with general metabolism. Physiology of body fluids has 
been revised by Dr. Jacob J. Weinstein and is illustrated 
by reproductions from his own work and that of Whipple, 
Gamble, Meyer and others. 

It is appropriate to quote the following from Dr. Nash’s 
writings: 

“Physiological answers to many surgical problems are 
yet to be found. As surgeons, we should not lose 
patience with or lose interest in physiology on that 
account. Rather let us seek to discern clearly the present 
outer limits of certain knowledge, however restricted 
they may be, and to learn where the gaps are, so that 
they may be filled.” 


PHYSIOLOGY IN DISEASES OF THE 


“ HEART AND LUNGS 


M. D. Altschule, Assistant Professor of Medi- 
cine, Harvard Medical School; Visiting Physician 
and Research Associate, Beth Israel Hospital. 
554 pp. Revised ed. $7.50. Harvard University 
Press, Cambridge, Mass., 1954. 


This book retains its character as a systematic and 
critical review of the literature. The inclusion of all 
available papers has resulted, in the words of the author, 
“in a massive bibliography which rather inclines us to 
admire our wealth, than to perceive our poverty.” In 
tact, 270 pages are devoted to the bibliography, which is 
well set out and complete. In view of the great advances 
in knowledge obtained by means of cardiac catheteriza- 
tion the sections on congenital and valvular heart disease 
have been rewritten. The following sections have also 
been expanded and brought up to date: pulmonary blood 
flow; vasomotor reactions; electrolyte disturbances and 
water balance in chronic heart failure; respiratory func- 
tion in various diseases and renal function. 

The discussions are lucid and give an_ excellent 
résumé of available knowledge. A bibliography follows 
each section. The book is well produced and indexed. 
Professor Altschule is to be congratulated on this valu- 
able review which has involved a monumental amount 
of work in assembling the references. 


NARCOTICS AND NARCOTIC ADDICTION 


D. W. Maurer, Professor of English and the 
Humanities, University of Louisville; and V. H. 
Vogel, Medical Officer in Charge, European 
Activities, U.S. Public Health Service, Paris. 
303 pp. illust. $8.25. Charles C Thomas, 
Springfield, Ill.; The Ryerson Press, Toronto, 
1954. 


Like the majority of these Charles C Thomas publica- 
tions, this work is most pertinent. It is well organized 
and well written. With the acute interest now taken in 
this subject, this small book is worth reading both by the 
specialist and the general practitioner. 


After reading the first chapter on the history and 
nature of drug addiction, one is left with a feeling that 
urgent steps are necessary to deal with this appalling 
situation, especially as it affects youth. Its increased in- 
cidence, as shown by statistics from specific institutions 
in the U.S.A., is depicted later in the book (pp. 242, 
243). A factor which is emphasized, as indeed it may 
well be, is that the problem is primarily medical rather 
than one for the police, though the latter are of necessity 
implicated. 

The pharmacology of all the common drugs used by 
addicts—opium, its derivatives and its equivalents; bar- 
biturates; cannabis indica and other sedatives; and 
finally the stimulant type, cocaine, amphetamine and 
peyota—is described, with methods of detection of each 
of them. 


The management of each of the various groups of 
addictions is fully set forth, likewise their association 
with various forms of vice. The social aspects of this 
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Laboratories. 
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condition, with its far-reaching repercussions on societv 
at large, are revealed in a complete manner. 

Before completion of the work, the authors have in- 
corporated in it a glossary of underworld terms which 
is somewhat reminiscent of the occasional “comic” seen 
hereabouts. 


WILLIAM H. WELCH AND THE RISE 
OF MODERN MEDICINE 


D. Fleming, Associate Professor of History, 
Brown University, Providence, R.I. 216 pp. 
$3.00. Little, Brown and Company, Boston, 
Mass., 1954. 


It is, in general, rather difficult to write an exciting 
biography of a man without a private life. William H. 
Welch apparently had no private life at all, and very 


_,little in the way of ordinary emotions. It is inevitable, 
therefore, that in his book “William H. Welch and the 


Rise of Modern Medicine,” Donald Fleming should al- 
most abandon his hero at times and stand aside to survey 
the broad sweep of American medicine from the found- 
ing of Johns Hopkins through to the period between the 
World Wars. It is a tribute to his writing that the 
tension seldom falls, and that he succeeds in dramatiz- 
ing without cheapening such events as the rise of Johns 
Hopkins, the beginnings of the Rockefeller Institute 
and the battle for full-time clinical chairs. 

He traces the career of William Welch through the 
educational years in Germany, and observes that out of 
this came Welch’s first great contribution to American 
medicine, in that he was the first to export the German 
university method and transplant it in foreign soil. Not 
only did he export the method, but by his influence in 
Johns Hopkins he removed its essential weakness. ere- 
as German training was ideal for the advanced student 
of high quality, Welch made the Johns Hopkins medical 
school the best training ground in the world for the 
average student. 

Fleming shows how Welch withdrew from research 
40 years before his death, and then began a new life as 
an influential. This latter phase lasted for at least 30 
years, during which no major appointment in pathology 
in the U.S.A. was made without consulting him. In 
addition, he exercised a decisive influence on such 
matters as the formation of the U.S. Public Health 
Service, the Rockefeller and Carnegie Foundations, and 
the creation of the Johns Hopkins School of Hygiene and 
Public Health. How all this came about is explained by 
Dr. Fleming, to whom congratulations must go for a 
skilful interpretation of a vital phase in U.S. medical 
history. 


GLANDULAR PHYSIOLOGY 
AND THERAPY 


Prepared under the auspices of the Council on 
Pharmacy and Chemistry of the American 
Medical Association. 611 pp. illust. 5th ed. 
— J. B. Lippincott Company, Montreal, 
1954. 


Some thirty years ago, at a time when a great deal of 
nonsense was being talked about endocrine therapy, 
the Council on Pharmacy and Chemistry of the American 
Medical Association performed a public service by 
publishing an authoritative text on the endocrines for 
the guidance of physicians. The present edition of this 
text is the fifth, and the picture has changed a great deal 
in the meanwhile. New textbooks on clinical endocrin- 
ology spring up on every hand, and the Committee hint 
broadly that this may well be the last edition of this 
particular work. 

If so, it will be a pity, for the revised edition gives a 
good and cnenaak account of the present state of 
clinical endocrinology, written by persons accepted as 
authorities. Among the authors are a number of Montreal 
endocrinologists: Drs. John C. Beck, Chauncey J. Pattee, 
Hans Selye and Eleanor H. Venning. 

Some of the chapters towards the end of the book will 
be particularly helpful to clinicians. These include dis- 
cussions of abnormalities of sexual behaviour, of be- 
haviour and intelligence, of common misconceptions: in 
endocrine therapy, and of diagnostic aids. 







